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THE patients whose histories are given in the following pages 
were treated at the Post-Graduate Hospital Dispensary 
during the course of an experiment undertaken with the 
purpose of demonstrating the curability of uncomplicated pul- 
monary tuberculosis occurring in working people, by dispensary 
methods. 

In order to prevent any possible bias becatise of my personal 
interest or enthusiasm the Executive Committee of the hospital 
appointed a Committee of Inspection, composed of physicians, 
whose duty it was to examine and observe the patients tmder 
treatment and report the restdt of such observations to them. 
Because of a decision of this committee no patient (with one 
exception) was admitted for treatment whose sputum did not 
show the presence of tubercle bacilli. 

Eleven reports were made and published in the Post-Grad- 
UATE Journal of the following dates: August 1898, August 
1899, March 1901, December 1901, April 1902, August 1903, 
Jime 1904, August 1904, June 1905, September 1905, January 
1906. 

The experiment was begim March 14, 1898, and continued 
until December 31, 1905; nearly eight years. Some surprise 
may be felt that there were but 55 apparent cures accomplished 
during so long a time. The small number is due to the fact 
that it was impossible to secure patients during the first few 
years, probably because at that time the successful treatment 
of pulmonary tuberctilosis by dispensary methods, was re- 
garded as visionary. For more than two years patients in 
the early stage of disease only, were accepted. Ten were treated 
during this time. After the annotincement (February 1901) 
that patients in any stage of the disease would be accepted 
for trtatment, the niunber increased and during the last two 
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years the full capacity of the rooms (fifty) was reached. From 
September to the end of December, 1905, hundreds of applicants 
were denied treatment because of lack of room. 

In their third report the Committee of Inspection made the 
following explanation: " Dr. Russell wishes your Committee to 
state that the long delay in securing the apparent cures here* 
with reported, was 'caused simply by his inability to get suitable 
cases for treatment; At the beginning of this experiment it 
was expressly stated that only patients in the early stages of 
pulmonary tuberculosis would be treated, but after the last five 
patients reported as apparently cured were dismissed, he found 
such difficulty in getting cases of the character described, 
that he was forced either to attempt to relieve the advanced 
and far advanced cases, or abandon the work. He chose the 
former and finds his results justify the announcement that he 
will accept for treatment any patient with uncomplicated 
pulmonary tuberculosis in any stage of the disease, who is able 
to come to the dispensary twice each day, and to obtain stiitable 
food. The most common complications which bar treatment 
by this plan are tuberculous lar3mgitis, old cases of emphysema, 
upon which tuberculosis has become engrafted, and cases in 
which repeated profuse hemorrhages take place. About all the 
patients have more or less hemorrhages before they get well, 
but in ordinary cases, the attacks are not severe enough to 
send them to bed for any length of time, and hence do not 
interfere seriously with the routine.** 

The first twenty-five apparent cures were reported as such 
when patients were found to be free of physical and rational 
signs of disease. In all subsequent reports, in addition to the 
disappearance of physical and rational signs, the patient's 
sputum was examined and reported free of tubercle bacilli. 

These patients were working people and the dispensary hours 
were arranged especially for their convenience that they might 
continue work tminterruptedly during treatment. Morning 
hours, 7 to 8.30, evening hour, 7 to 8. 

Beginning with Case 31 brief mention is made of patient's 
occupation, hours of work, number of individuals in the family 
and their total income. 



These patients were employed as follows: 

Housekeepers 7 

Clerks 6 

Saleswomen 4 

Dressmakers 4 

Barbers 3 

School Boy 

Painter 

Forewoman 

Piano Maker 

Grocer, later Coachman 

No Occupation (now Policeman) , 

Child, 7 years of age • 

Mechanical Dentist 

Tailor 

Silk Weaver 

Small Merchant 

Outdoor Salesman , 

Envelope Maker 

Embroidery Worker 

Physician 

Butcher 

Glove Maker 

Office Boy 

Paper-box Maker 

Driver 

Bookkeeper 

Decorator 

Window Dresser 

Iron Worker 

Clothing Cutter 

Elevated R.R. Guard 

Mechanical Engineer 

Glass Grinder 

Mechanic 

Truss Maker 

Broker 



T^HERE are several objects sought in bringing these cases 
* together in this way. 

First. To show that dispensary treatment of consiimptive 
working people without interruption to their work is no longer 
an experiment. 

Secondly. To convince physicians who believe pulmonary 
tuberculosis incurable except by climatic or sanatorium treat- 
ment, and who in consequence do nothing systematic when 
consulted by working people, that relief is ajfiforded wage earners 
by methodical home treatment. 

Thirdly. To persuade the organized dispensaries in all cities 
and towns to treat self-supporting consumptive working people. 

Fourthly, To influence the philanthropic to organize special 
dispensaries in sufficient number to care for wage earners who 
are consumptive. 



Pulmonary tuberculosis is a universal disease. Everybody, 
at every age, whose resistance has been lowered by pre\'ious ill- 
ness or insufficient or improper food or bad habits, or other cause, 
is liable to attack. Any treatment which necessitates the super- 
vision of an expert or special institution for its prevention and 
cure must , therefore , fall far short of the requirements. Reduced 
to its simplest terms the treatment of pulmonary tuberculosis 
is the treatment of malnutrition. There are no specific rem- 
edies. He who would imdertake the care of typhoid fever or 
other wasting disease, should, with equal confidence, treat 
pulmonary tuberculosis. 

It seems to the writer that no great advance will be made 
in the management of the tuberculous, in the wide sense of 
exterminating the disease, until general practitioners every- 
where are convinced that pulmonary tuberctilosis is curable 
in the home climate and that it is their duty either to treat 
these patients themselves or to see that local dispensaries are 
provided. The present stumbling block is not the layman but 



the mcredtilotis doctor. His frank avowal of disbelief in the 
home treatment of the disease is the more bewildering when 
contrasted with his feverish haste in sending poor patients 
with advanced disease to a '* climate," sometimes at a great 
distance, without adequate money provision, without means 
of diversion, without definite instructions what to do after thev 
get there. The tales of returned travelers who have managed 
to reach home again are among the most pathetic experiences 
of those who work among the tuberculous. 

Manifestly it is impossible for working people to pursue 
treatment at a dispensaiy tmless the hours of attendance are 
arranged so as not to conflict with work hours. It has been 
found to be of great advantage to have patients report twice 
daily. Treatment lasts months, oftentimes years. The wages 
of the majority are small. Many are married and have fam- 
ilies, others though unmarried have someone dependent upon 
them for support. While it might be possible to pay a phy- 
sician an occasional small fee it would be impossible to pay reg- 
ular fees, however small, covering the entire treatment. They 
are, therefore, proper subjects for dispensary care; particulariy 
since their earnings are sufficient to provide food, clothing and 
shelter. It would seem the only way in which these people 
can be reached by systematic treatment. 

Everybody who has given the subject the most careless con- 
sideration must know that in all shops, offices, factories; every- 
where in fact where people work, there are many consump- 
tives, the great majority of whom are curable, who cannot cease 
work without becoming dependent, they and their families, 
and who are abandoned to their fate so far as aid in relieving 
their disease is offered. 

This is more surprising still when it is remembered that the 
unemployed, which only too commonly means those who are 
too ill to work and who in consequence are dependent, may 
receive some sort of treatment at most dispensaries. In effect 
the consumptive wage earner is made to understand that, until 
he becomes dependent, nothing will be done for liim. 

The Directory of Institutions and Societies Dealing with 
Tuberculosis in the United States and Canada published by 
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The Cominittee on the Prevention of Tuberculosis of the Charity 
Organization Society of The City of New York and the National 
Association for the Study and Prevention of Tuberculosis, 1904, 
eniimerates nineteen special dispensaries in the United States. 
Seven are in New York City, Of the nineteen, only three are 
reported as having evening hours. Two of these are in New 
York City. 

The Medical Directory of the City of New York issued by 
the Medical Society of the County of New York, 1906, gives a 
list of one hundred dispensaries and infirmaries of all kinds, 
special and general. Of these but four are recorded as receiv- 
ing patients after six o'clock p.m. 

In the whole United States, with its thousands and thousands 
of consumptive working people, there are but six dispensaries 
known to the writer, where they may receive treatment without 
interruption to their work. Such people are eager for treatment ; 
they cannot stop work; they are too poor to pay a physician. 



It is not expected that all patients whose histories are given 
in the following pages will become or remain permanently cured. 
This is not expected of any class of tuberculous patients ap- 
parently cured tmder any conditions. Two of these patients 
are known to have relapsed and died of pulmonary tuberctilosis. 
One, a man, an alcoholic, who after his apparent cure again 
became dissipated. The other, a woman whose cervical glands 
enlarged, suppurated and finally reinfected the lungs. A number 
have relapsed, again come under treatment and again been 
discharged apparently cured. Still others (two are known and 
there are probably more) have relapsed and have not returned 
for treatment.. The large majority however, remains free of all 
signs of disease. 

Again, something should be said of those patients whose 
cough, expectoration and tubercle bacilli remain after years 
of treatment. They have never heretofore been spoken of 
because they never reached the stage of apparent cure. A few 
have been under observation six years, a greater number sev- 
eral years. Many of these patients were in a most deplorable 



CoTiclttion when treatment was begun. They had about reacfaed 
the limit of prhysical endtimnce; they were staring at loss of 
wages, dependence, actual want. Their lungs are still diseased, 
still show marked signs of tuberculosis, but they have gained 
weight and strength and are not only enabled to do their work 
with comfort but to keep their families together and enjoy life. 
The disease has apparently been arrested. 

Many physicians are wholly skeptical that pulmonary tuber- 
culosis is ever really cured. To most of us such an opinion held 
in the face of overwhelming evidence to the contrary is in* 
explicable. But in order to meet the objections to systematic 
treatment of those who hold such belief, let the terms " apparent 
cure," " cured," '* arrested,*' etc., be dropped and consider 
only one result, about which there can be no difference of opin- 
ion, viz.: that life is prolonged by methodical treatment. Sup- 
pose for example that the wage earning life is prolonged ten 
years, which is sureh'' a modest estimate. This in itself would 
be ample return for the very moderate outlay necessary, because 
to prolong the wage earning period ten years, is to solve the 
problem of most families by enabling them to keep together 
until the children are educated and brought safely to the wage 
earning age. 

As long as these people labor they are enabled to provide 
food, clothing and shelter which, in addition to other advan- 
tages, foster self reliance and saves from decay industry and 
courage. They also procure that mental peace and diversion 
which occupation alone affords during a treatment that lasts 
for months and years. 

The belief that climatic and sanatorium treatment is the only 
method of successfully combating pulmonary tuberculosis and 
that all other means are futile, is widespread. In the view 
of all who so believe, the wage earner is doomed. This report 
with its histories in detail, as has before been stated, is meant 
to refute this idea. It is my belief that if the managers of the 
large department stores and factories coidd be convinced by 
their medical advisers of the great amount of good to be done 
by systematic treatment of their employees mthout interrup- 
tion to their work, many stores and factories would at once 



establish dispensaries; each for their own employees. At 
present it is common in stores and factories to organize ** sick 
benefit " associations, and the institution of a dispensary would 
be only canying this idea to a logical conclusion. Such an ar- 
rangement would obviously be of advantage to both employer 
and employee, to say nothing of the general pubUc. Aside 
from the generous impulse to help the sick, employers would 
see many advantages to the business in the improved health 
and better work of the patients and the protection afforded 
other employees by the education of the consumptives in the 
care and disposal of sputum. Employees could have no objec- 
tion to being treated at a dispensary, toward the support of 
which they contributed. 

It should be borne in mind that I am suggesting only special 
dispensaries for the sole treatment of pulmonary tuberculosis 
and only because the present provision is shamefully insufficient. 
No one can escape the melancholy conviction that each large 
department store and factory wotdd supply numerous patients. 

The cost of maintaining such dispensaries is small. 



pULMONARY Tuberculosis is a disease of malnutrition, 
•^ The plan of treatment is based upon what is universally 
accepted as the most rational method for the relief of the 
disease, viz.: fresh air and sunlight in abundance, good food, 
plenty of sleep, regulated exercise, care of sputum and atten- 
tion to the small things of daily life which are known to influence 
nutrition favorably. Patients are taught that there are no 
specific remedies; that the hope of cure rests upon their faith- 
fulness in carrying out the prescribed rules of correct living. 
They are held to a strict accountability and if found weak and 
persistently obstinate, dismissed. This sometimes becomes ne- 
cessary. It is worse than folly to allow looseness in discipline. 
Beyond a reasonable point toleration works serious injustice 
to the faithful and produces discontent and discouragement. 
This is explained at the first interview with unmistakable 
clearness. The only novelty in this plan is its application to 
dispensary practice; to a class of people who would otherwise 
receive practically no systematic treatment or instruction at all. 

The coming of the patients to the dispensary twice each day 
gives the opportunity to educate them how best to live ac- 
cording to their means. They come ostensibly only to drink 
emulsion and vegetable juice, but in reality, in addition, to be 
cross-examined, to have faults of living corrected, to receive 
cathartics; in short, to be taught the lesson of fresh air and 
wholesome food and how to make the most of them. Daily 
attendance also has a happy influence in breaking up evil asso- 
ciations because every evening is occupied. The morning hour 
patients call, drink emulsion and jtiice and hurry to work. 
But in the evening, the day's work over, they sit, talk, sip their 
hot drink and seemingly enjoy it as a sort of social relaxation. 
It has all the advantages of a social club. 

Patients are weighed, examined and notes made of their 
condition, Sunday morning at ten o'clock. This work is done 
on Sunday because for the greater number it is not a work 



day and in consequence they lose no time. Men arri weighed 
naked, women in night dresses. 

Nearly six years ago the writer published a paper urging 
organized dispensaries to arrange for the treatment of con- 
sumptive working people,* in which it was said: " Undef 
present conditions systematic treatment is a luxury which theV 
cannot afford. If they are to be treated at all it must be done 
during the hours before and after work. Work hours range from 
7 or S A.M. to 6 P.M. How can such people seek treatment 
at the ordinan' dispensary, the doors of which do not open until 
difter nine o'clock in the morning and are closed before six 
o'clock at night? Every time they go to such a place means 
the loss of a half -day's w^ork and to some the loss of their posi- 
tion." Again: " If they (physicians) decide that the general 
plan is worthy of adoption but that the use of digested fats 
is imnecessar}^ — that the same or better results may be ob- 
tained from the use of undigested fats or other means — I shall 
feel that this is a great step in advance of present methods 
since the administration of this preparation (digested fats) 
forms but one feature of the plan. But in all candor I must 
say that with me it is no longer a matter of speculation > but 
conviction that the use of fat is essential and that the average 
consumptive is unable to digest it in sufficient quantity unaided," 

For details of treatment physicians are referred to my pub- 
lished papers. These papers have been written from time to 
time as improvements and modifications of diet have been 
made. It is therefore necessary to read them all in order to 
understand fully the details of the present plan. 

These papers are decidedly not meant for patients. I cannot' 
better explain my difficulties in this respect than to quote the 
printed letters which I have finally found necessary to send 
correspondents. They are as follows: 

"Dear Sir {or Madam): 

" / have your letter. The ireatmetit of which you write requires 
the supervision of a physician. Details of this treatnient are pub- 



* " An Appeal for Systematic Treatment of the Consumptive Poor* 
N. Y, Medical Journal, May 5, 1900. 
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lished and I shall he happy to send all papers to your physician 
upon his request, provided he is willing to read and study them. 
Proper study will enable any intelligent physician to carry out the 
treatment at your own Jtome without consultation with me. These 
papers contain no secret but since they treat of strictly medical 
matters they cannot he thoroughly understood by untrained lay- 
men. No consumptive should attempt to treat himself — such an 
attempt will almost certainly end in failure. If I could know that 
your physician does not care to direct and superintend all the de- 
tails of your treatment, that you expect him to hand you these 
papers and you intend to try to treat yourself by tlieir aid, I would 
not send them', because such a course will not only be harmful for 
you but your failure will tend to discourage others from placing 
themselves under a physician's care aftd thus prevent their reaping 
the benefits of systematic treatment. 

" Patients prepare the vegetable juice from their own vegetables 
each day. Your physician will instruct you in this and all other 
details. 

" Show this letter to your physician.*' 



" Dear Doctor-. I have your letter and am sending reprints under 
separate cover. My attention has been drawn to the fact that many 
doctors upon receiving these papers hand them to the patient and 
drop all further responsibility for, and supervision of, the treat- 
ment. This is most harmful to the patient and every consideration 
leads me to urge you to discourage patients from attempting to 
treat themselves. If your interest prompts you to study this sub- 
ject more fully, with the object either of perfecting yourself for 
private practice or organizing a dispensary in your city for the 
treatment of consumptive working people, you are cordially in- 
vited to come to New York and study the method at my rooms, 
239 Thompson Street. There is no fee.'' 



21 West Eleventh Street. 
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Case L— *Miss M. A.^ 22 years old, unmamed, native of 
Canada, a saleswoman in one of the department stores. Began 
treatment March 28, 1898. 

History (from Dr. Russell's records). Mother died of phthisis 
nine years ago, aged 36. One sister has lung trouble. For one 
year patient has had what she supposed to be " indigestion." 
Has been for some time subject to " colds," with cough. Three 
weeks ago noticed blood in sputum, followed by a small hemorr- 
hage next day. Now has cough with slight expectoration and 
some pain in left chest. No night sweats. Constipation. 
Menstruation regular. 

[Dr. Russeirs report of physical examination is omitted for 
lack of space.] 

March 31. — sputum examined and found to contain a few 
tubercle bacilli, 

April 24.— Examination of patient's chest by the Committee. 

Po/pafiotf.— Increased vocal fremitus over right chest an- 
teriorly 

Percussiott. — Higher pitched note on right side. 

AuscuUation.^-Few crackling rales at right apex in front. 

Weight.—Sd pounds. 

May 1 (by the Committee), — Rales have entirely disappearea 
Breathing over right apex remains slightly rude. 

WeighL—^i pounds. 

May 8 (by the Committee), — A few rales beard to-day over 
right apex anteriorly, 

Weight. — 88 pounds. 

May 22 (by the Committee) .—No tales heard to-day. The 
respiratory murmur is free and clear over both chests. 

Time under treatment, 67 days, 

June 26 (by the Committee).— Both chests absolutely fnec 
from tubular breathing and rales. 

Weight,— mk pounds. 
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Case IL — ^John S., 13 years old, native of U. S., schoolboy. 

Began treatment April 18, 1898. 

History (from Dr. Russell's records). Had whooping cough 
when six weeks old. Ever since then has had a constant cough, 
worse in winter, better in simimer. Had pneumonia six years 
ago, after measles. Was operated on three years ago for double 
tmdescended testicle. Three months ago raised blood-tinged 
sputa. Cough is most severe in the morning, when he often 
vomits. Has night sweats, anorexia and constipation. 

April 14. — Sputtmi shows tubercle bacilli (Health Depart- 
ment). 

April 24. — Examination of chest by the Committee: Over 
right chest posteriorly, suprascapular region, signs of partial 
consolidation. No rales. 

Weight. — (Naked) 87i pounds. 

May 29 (by the Committee). — ^AU signs cleared up with the 
exception of a few slight pleuritic crepitant rales, which are 
heard only occasionally. 

Weight. — (Naked) 91 pounds. 

June 19 (by the Committee). — Both chests entirely normal 
to-day. 

Weight.— (N&ked) 92i pounds. 

Time tmder treatment, 62 days. 
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Case III. — William P., 21, native of Germany, single, a 
painter. 

Began treatment March 22, 1898. 

History (from Dr. Russell's records). Family and previous 
personal history negative. • Patient has been spitting blood for 
last two weeks. 

Sputum shows tubercle bacilli. 

Physical Examination. — March 22, 1898 (by Dr. Barstow of 
the Committee). Dulness on percussion and broncho-vesicular 
breathing over right chest behind, in suprascapular region. A 
few fine rales. 

This patient's lesion was slight and cleared up so rapidly 
under the treatment that by April 24, when the committee first 
saw him, his physical signs were entirely gone. 

April 24 (by the Committee). — Both lungs quite normal. 

Weight.— (Nsiked) 139 pounds. 

Time under treatment (to disappearance of physical signs) 33 
days. 

To these three cases the Committee added two more, both pa- 
tients having completed their course of treatment several months 
before the Committee began its work. Both patients were sub- 
sequently inspected by the Committee, and their chests care- 
fully examined: 
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CASE No. III. 
The following cuts show location and extent of lesion 
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Case IV.^Bessie S., 38 years old, native of Wales, married, 
hotise keeper. Entered Post-Graduate Hospital Sept, 13. 1897. 

History (from Post-Graduate Hospital records, copied verba- 
tim). '* Patient has never had good health. Even as a child 
she was not strong. Had measles, scarlatina, and a mild attack 
of smallpox. Lived in Wales as a child. Came to this country 
at 1 6, when menstruation was just established. One month later 
was married. First child before 17 years old. Second, third 
and fourth children appeared in rapid succession. All these 
labors were diflRcultt and forceps used in each case. Lacerations 
in each case, followed by operation. Then she had four mis- 
carriages in succession, at variable periods—four and one-half 
months, seven months, six months, etc. She has undergone a 
great deal of treatmt. nt for uterine trouble, and has frequented 
dispensaries and hospitals. By wearing pessaries she was able 
to give birth to her fifth child at nine months, five years ago. 
This labor was also instrumental, with the usual laceration and 
operation. Last child, three years ago. Long, difficult, but 
natural labor. No laceration. She made poor recovery after 
each labor, and had mammary abscess every time. Breasts in- 
cised a great many times. Always had headaches. All married 
life has been an invalid, with headache, backache, pains in side, 
ovarian pain, etc. Menstruation always regular, but painful, 
until after birth of last child, since when it has been irregular. 

" Present trouble is a continuation of her previous ailments, 
with the addition of chest symptoms. First hemorrhage one 
year ago, frequently repeated since then, but under seven months 
treatment the haemoptysis ceased, and she had no recurrence. 
Cough over one year. For many months dry, but of late it has 
been much looser. Night sweats have been almost continuous, 
for a month past. She has steadily lost flesh and strength and 
feels very much run down and weak. Has always been obliged 
to work, even when sick. Went to bed a week ago, and was 
persuaded to come to the hospital for treatment. Appetite very 
poor. Bowels constipated.** 

Physical Examination (Post -Graduate Hospital record). — - 
** General condition poor. Breasts atrophied and scaired* 
Heart irregular. 
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" Ltmgs. — Dulness over upper part of left chest and over both 
clavicles. Many dry crepitant and sobcrepitant rales over back 
of left chest, especially low down and in axillary region, also 
above and below clavicle in front. Expiration prolonged in left 
chest. Patient complains of pain low down in both chests behind. 

" Vaginal Exammatum. — Laceration of cervix. Uterus retn>> 
verted markedly. 

" Spuium, — Examined and found to contain tubercle bacilli." 

Abstract op Dr. Russbll's Xotbs on thb Casb. — ^This pa- 
tient came under Dr. Russell's care on October 4. He found 
the physical signs about as above in the left lung, but nothing 
in the right. Patient told him she had not menstruated since 
July 28. Weight, October 4, in night dress and stockings, 95 
pounds. She at once began to put on flesh, slowly and steadily. 
On November 8 her night sweats ceased and her weight was 
99} pounds. On December 13 there was a slight menstrual 
flow. Weight, 101 pounds. On February 3, 1898, menstruation 
returned, lasting six da3rs. Expectoration ceased January 21. 
1898. Cough ceased March 13. Weight in night dress and 
stockings March 14, 106} pounds. 

The presence of bacilli in the sputum, first reported by the 
Post-Graduate Hospital, was verified by the Health Department 
September 29, 1897, and by the " Pediatrics Laboratory." 
December 13. The Committee saw both reports. Dr. Russell 
found bacilli in her sputum as late as December 23, 1897. 

The Committee carefully examined this patient's chest in 
April, 1898, and no abnormal signs of any description were 
found. 



Case V. — Mary H., 22 years old, native of United States, 
single, forewoman. 

This patient came tmder Dr. Russell's care June 16, 1897, 
with a histoty of six months* cough, with small amoimt of ex- 
pectoration, and loss of weight. Her sputum was examined 
June 17, by Fraser & Go., and reported negative. 

This patient gained 4i pounds in two months. On July 22, 
she went, at her own request, to Liberty, N. Y., where she was 
examined (about August 22), by the physician of the Loomis 
Sanitarium', whose written report is given here verbatim. 

" Miss Mary H . 

" Diagnosis. — Incipient trouble at apex, to third interspace, 
viz., infiltration. 

" Phys. Signs. — Dtdness, increased vocal resonance, broncho- 
vesicular respiration, prolonged exp. murmur. Necessary to 
stay three weeks to one month, when she can get treatment in 
New York." 

Patient says that at this time she was given *l an injection " 
(probably tuberculin) which made her ill and unable to work 
for one week. 

She returned to New York August 31, and restmied treatment 
under Dr. Russell September 14, She continued to gain weight. 
Dr. Russell examined her on October 26, and reports that with 
the exception of prolonged low-pitched expiratory murmur at 
left apex, nothing abnormal is fotmd. Weight in night dress and 
stockings, October 26, 1897, 108^*^ pounds. 

Report of the Committee's examination of this patient's 
chest, Jidy 14, 1898. 

'* Chest is entirely free from all signs of phthisis." 
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R£sum6 of Gases I to V, Inci^usivb. 

Case L~Miss M. A. Began treatment March 28, 189S; 
discharged, cured, June 26, 189S. This patient was examined 
by the Committee in October, 1S9S, and her chest was ^tben 
absolutely clear. During the winter she occupied the same 
room and bed with her sister, who had advanced pulmonaty 
tuberculosis, and in the early spring she began to cough, and 
suspicious signs appeared. She was again placed under treat- 
ment, which still continues, 

July 17, 1899, examined by the Committee: " There are a 
few fine, moist rales heard over supra- and infra-spinous regions 
of right chest." 

The Committee regarded this case as a reinfection. 

Case 1 1. —John S., 13 years old. Began treatment April 18, 
1898; discharged, cured, June 19, 1898. 

April 9, 1899, examined and carefully questioned by the 
Committee. Patient has had no cough, expectoration, nor pain 
in the chest since last seen. His appearance is healthy and 
his chest free from any signs of phthisis. 

Case III. — William P., 21 years old. Began treatment March 
24, 1S98; discharged, cured, April 24, 1898. Examined by the 
Committee January 22, 1899. Patient has had no symptoms 
of lung trouble since his discharge. His chest is normaL 

Case IV. — Bessie S,, 38 years old. Began treatment October 
4, 1897; discharged, cured, April 1, 1S98. Examined by the 
Committee July 17, 1899. Patient has had no symptoms of 
lung trouble, and her chest is perfectly free from signs of disease. 

Case V.— -Mary H., 22 years old. Began treatment June 16, 
1897, and Dr. Russell discharged her, cured, October 26, 1897. 
The Committee verified this July 14, 1S9S. She was examined 
by the Committee June IS, 1899, and found absolutely free 
from any symptoms or physical signs of phthisis. 

(By the Committee.) '* The net result, then, of the work 
reported one year ago, is, four permanent cures and one relapse. 
It should be remembered that the patient who relapsed had a 
strong hereditary tendency to tuberculosis, her mother having 
died of phthisis and her sister being well advanced in the dis- 
ease; consequently it is not surprising that she should have 
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been re-infected by constant daily and nightly association with 
that sister. The sister having died, there seems good reason to 
hope that the patient may recover from the new attack." 

This patient was again examined February 10, 1901, by the 
Committee, and all rational and physical signs of disease fotind 
to have disappeared. Weight last reported, 90i pounds; 
weight February 10, 1901, 98i pounds. 
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Case VI. — ^Thomas McG., 26 years old, married, native of 
U. S., piano maker. Began treatment December 29, 1898. 

History (from Dr. Russell's notes). Father living, mother 
died in childbirth. No family history of tuberculosis. Has 
always been well and strong, not particularly liable to catch 
cold. Two months ago had an attack of haemoptysis, followed 
by cough and expectoration. Had three subsequent attacks at 
intervals respectively of two weeks, three weeks, and seven 
weeks. Cough, at present, not particularly troublesome, though 
constant. Expectoration moderate. No night sweats. Loss of 
flesh inconsiderable. Appetite fair. Weight, 118 pounds. 

Examination of sputum by Dr. H. T. Brooks, December 29, 
1898, showed ** numerous tubercle bacilli, chiefly in large 
masses." 

January 7, 1899, examined by the Committee who fotmd, 
over an area extending from about one inch below spine of left 
scapular downward, dulness on percussion, diminished breath- 
ing, numerous moist and dry rales. 

January 22, 1899. Weight 117i poimds. Examined by 
Committee. Ntunerous fine pleuritic rales heard to-day over 
left apex anteriorly. Rales over scapular region are not so 
ntmaerous. 

Through February and March this patient did no more than 
barely hold his own. His weight declined to 116} poxmds, 
and he had a number of hemorrhages of moderate amount. 
The rales persisted, and symptoms remained stationary. His 
last hemorrhage occurred on March 18. From this time he 
began to improve, and his weight increased steadily from one 
to two pounds per week. 

May 7, 1899, examined by the Committee. There remain a 
very few fine dry rales over left chest in front. Over scapular 
region the rales still persist, but they are fewer in number and 
mostly dry. Weight 125i pounds 

May 21, 1899, no rales heard anteriorly. A few pleuritic ones 
are heard at angle of scapula. June 18, 1899. " Chest is 
absolutely free of abnormal signs." 

All rational symptoms had disappeared before this. Patient 
was kept under observation for another month, and on July 16, 
still remaining free of symptoms and signs, he was discharged, 
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Cured. Weight I28f pounds. Tixne under treatment, seven 
months. Weight on admission, 118 pounds. Lowest weight 
during treatment, 116 J pounds. Weight on discharge, 1281. 



Case VII,— William B,, 27 years old ; native of U. S. ; married ; 
grocer. Began treatment April IS, 1898. Family and previous 
personal historj^ negative. Two years ago took a severe cold, 
and suffered from cough and blood-stained expectoration. Was 
advised by a physician to go to the country, which he did, re- 
turning six months later somewhat improved. Has lost a littie 
flesh, but has felt fairly well ever since. Four days ago was 
attacked by cough, with expectoration of blood. Cough is 
severe. Feels weak. Appetite poor. Weight 137^ pounds. 
Sputimn shows tubercle bacilli (Report by Health Department). 

Examination by committee, May L A number of rales, moist 
and dry, in left scapular region. Weight May 1, 137i pounds. 

May 15 (by the Committee). Rales still persist. W^eight 
136i pounds. May 29: " Left chest is clear to-day." Over 
the right supra-spinous region there are a few subcrepitant 
rales. Weight 138^ pounds. 

On June 24^ he raised a few mouthfuls of blood. Again on 
June 27, a few mouthfuls, and every day from June 24 to July 
1, the expectoration was blood stained. 

June 29 (by the Committee). ** Over spine of right scapula 
there is a small area which shows bronchial breathing, increased 
vocal fremitus and fine rales." Weight 131} pounds. 

From this time improvement was steady up to nearly the end 
of August. At this time, the Committee being absent, Dr. 
Russell made the following note: " The old spot of consolida- 
tion has about cleared (over scapula), and upon examination 
to-day a new fresh spot is discovered below angle of scapula 
toward vertebral column. This makes the third infiltration, 
first original spot {left scapular region) at beginning of treat* 
ment; second, a large and more extensive spot lower down, 
following hemorrhage (of June 24); third, the last spot still 
lower." Weight September 11, 131 pounds. 

October 23, 1898 (by the Committee): " Patient complains of 
pain over right chest behind. On examination, there are noted 
the following signs: Over interscapular region, right side oppo- 
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site sixth and seventh dorsal vertebre, diminished breathing of 
tubular quality; friction sounds; crepitant and subcrepitant 
rales. Over lower part of both chests, front and back, dry pleu- 
ritic friction sounds." Weight 129} pounds. 

This weight was the lowest noted. From this time patient 
improved steadily although very slowly. 

December 11, 1898 (by the Committee): " Large ntmiber of 
pleuritic rales heard on both expiration and inspiration over 
right chest behind, between scaptila and vertebral column." 
Weight 133 pounds. 

May 7, 1899 (by the Committee): ** Patient is free of both ra- 
tional and physical signs." Time under treatment, one year 
and 19 days. Weight on admission, 1371 po\mds. Lowest 
weight, 129} pounds. Weight on discharge, 137 pounds. 

Case VIII.— William L. R., 18 years old; native of U. S.; 
single; no occupation. Began treatment March 17, 1899. 

History (Dr. Russell's notes). Father and mother living; no 
family history of phthisis. One brother died of pneumonia. 
One sister from cerebrospinal meningitis. One sister and one 
brother living. 

Cough began in July, 1898. Never free from cough since 
then. Hemoptysis January 18, and again March 13, 1899. 
The last one was quite free. Expectoration moderate. Severe 
morning cough — no night sweats. No pain to speak of in 
chest. Bowels regular. Appetite good. Temperature, 8 p.m., 
March 17, 101°. Weight 125i pounds. Sputum examined by 
Dr. H. T. Brooks, who reported " a very large number of 
tubercle bacilli." 

April 9, 1899 (by the Committee): " Dulness on percussion 
over whole left chest anteriorly and posteriorly with breathing 
exaggerated at upper part and diminished or distant below. 
Fine rales scattered over whole left chest, most marked in 
supra-spinous fossa." Weight 134 potmds. 

May 7, 1899 (by the Committee): "The rales have very 
largely disappeared." Weight 141 potmds. 

May 21, 1899 (by the Committee): " No rales heard to-day 
over any part of chest." Weight 145 pounds. 

May 28, 1899 (by the Committee): " Chest entirely clear ex- 
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cepting a few dry fales in left inframammaTy region:'* Weight 
1431 pounds. 

Jijly 16f 1899 (by the Committee) ; " Physical examination 
to-day reveals no signs of disease," Patient has been free from 
cough for three weeks. He was therefore discharged ^ cured. 

Time under treatment, two months and 27 days. Weight on 
admission, 125i pounds. Weight on discharge, 144 J pounds. 

Case IX. — Ralph W., 25 years old; native of Italy; single; 
barber. Began treatment March 15, 1899, 

History (Dr. Russell's notes). Family and previous personal 
history negative. Four months ago cough began, and at the end 
of the week he had fever and was obliged to go to bed. Con- 
fined to bed one week. Two weeks ago raised blood-stained 
sputum, but has had no severe hemorrhages. Cough is worse 
in the morning, — not troublesome at night. Expectoration 
moderate, most abundant after eating; has night sweats. No 
particular loss of flesh. No pain. Appetite fair. Bowels 
tegular. 

Sputum, examined March 16, 1899, by Dn H, T. Brooks: 
" Numerous tubercle bacilli found." 

Examination by the Committee, March 16, 1899: " Over 
right upper chest, front and back, a large number of fine, dry, 
and a few moist rales. Over a small area in supra-spinous 
region, the breathing is distinctly tubular," Weight March 19^ 
I38i pounds. 

This patient showed steady and continuous improvement, al- 
though slow at first. Tn four weeks he had gained four pounds, 
and his chest had begun to clear. On May 28, his weight was 
149} pounds, a gain of 11 J pounds. By June I, his cough had 
entirely ceased, and he began to clamor for his discharge, but 
as a few dry rales persisted over the right supra-spinous region, 
he was persuaded to continue treatment for another month, 

July 16 (by the Committee): " Patient's chest is absolutely 
clear and he has had no cough for six weeks. He is therefore 
discharged, cured." 

Time \mder treatment, four months and one day. Weight on 
admission, 138^ pounds. Weight on discharge, 146i pounds. 
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Case X. — Louise M., 18 years old; native of U. S. ; single; 
saleswoman. Began treatment January 20, 1899. 

History (Dr. Russell's notes). Family and previous personal 
history negative. Cough began four months ago. Expectora- 
tion moderate. Night sweats. No hemorrhages. Some loss of 
flesh. Anorexia. Menstruation has been irregular for last 18 
months. Last epoch November 22, 1898. 

Examination by the Committee, January 22, 1899: ** At the 
left apex anteriorly there is dulness on percussion, most marked 
under the clavicle; cogwheel respiration, exalted voice and fine 
moist rales." Sputum examined by Dr. H. T. Brooks, January 
22, 1899. The specimen was fotmd to contain large numbers 
of the Fraenkel diplococcus but no tubercle bacilli. A second 
examination was made February 7, 1899, showing many strepto- 
and staphylococci, but no tubercle baciUi. 

Weight, January 22, 1899, 92} pounds. 

The absence of bacilli upon repeated examinations made the 
Committee hesitate to include this case in its report. In view, 
however, of the history, the physical examination, and the fact 
that at no time was there in the minds of the committee any 
doubt as to the diagnosis, the case has been included. 

The improvement in this patient was most striking. In four 
weeks she had gained 6J pounds, and her cough had nearly 
disappeared. On February 17, menstruation was re-estab- 
lished. It lasted four days and was normal in every respect. 
It has been regular ever since. 

March 12 ,1899 (by the Committee): " Signs of disease have 
all disappeared and lungs are normal." Weight 105f potmds. 

April 9, 1899 (by the Committee): " A few fine rales heard 
to-day over left apex in front and over right supra-spinous 
fossa." Weight 110 pounds. 

May 7, 1899 (by the Committee) : " The rales have entirely 
disappeared and the chest is normal." Weight lUJ pounds. 

Jtme 18, 1899: Weight 116 po\mds. Patient is to-day dis- 
charged, cured. Time tmder treatment, five months. Weight 
on admission, 92} poimds. Weight on discharge, 116 pounds. 
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Casb XI. — ^John J. C, 18 years old; single; native (rf U. S.; 

clerk. Began treatment December 28, 1899. 

History (from Dr. Russell's notes). Father died of pulmo- 
nar\' tubennilosis at the age of 46. A sister died two years ago 
of acute piilmonary tuberculosis, aged 18. A brother died of 
diphtheria at the age of six. No other brothers or sisters. 
Had a severe attack of grippe in March, 1899. and first noticed 
cough the following August. Expectoration very moderate. 
No night sweats. Never raised blood. Complains of pain at 
apex of right Itmg. Appetite fair. Has lost flesh but does not 
know how much. Constipated. Weight 107 J pounds. 

Examination of sputum by Professor H. T. Brooks showed 
tubercle bacilli. Januan' 29, 1900. examined by the Com- 
mittee, who found " at right stemo-clavicular articulation 
bronchial breathing and fine rales over space size of silver 
dollar." 

Februar\- 25, 1900. Weight 117 pounds. Examined by the 
Committee. " Bronchial breathing has disap|>eared anteriorly. 
Few moist and dr\' rales now heard posteriorly in supia-spinous 
region right side." 

April 8. 1900. Patient has been absent for a few days, 
because of chills, fever, nausea, and vomiting. Temperature 
8 P.M.. 99.3°. 

May S, 1900. Temperature 8 p.m., 102*=. 

May 17, 1900. Patient has raised blood -tinged sputum with 
cough for past few days. 

October 21, 1900. " Chest is free of abnormal signs." Pa- 
tient was kept under treatment for some time thereafter, 
though all physical and rational signs had disappeared. Time 
under treatment, one year. Weight on admission, 1071 potmds. 
Weight on discharge, 128? pounds. Total gain, 21 J pounds. 
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Case XII. — James P., 17 years old; native of U. S.; single; 
barber. Began treatment January 28, 1900. 

Family and previous personal history negative. Cough 
began in November, 1899. Much worse at night, when it inter- 
feres with sleep. Expectoration rather profuse. Never raised 
blood. Has night sweats and pain in chest. Constipated. 
Appetite poor. Weight 108i pounds. 

Examination of sputum by Professor H. T. Brooks showed 
" numerous tubercle bacilli." 

Examination by Committee April 8, 1900. " Over right chest 
anteriorly slight retraction, dtilness on percussion, increased 
vocal fremitus, prolonged expiration and sub-crepitant rales. 
Posteriorly, in right supra-spinous region, slight dulness on per- 
cussion, exaggerated voice and breathing, with prolonged ex- 
piration, and a few subcrepitant rales. Weight 11 51 pounds. 

November 4, 1900 (by Committee): "At the base of right 
lung posteriorly, from angle of scapular down, there are numer- 
ous fine pleuritic rales. Breathing emphysematous in character 
over upper portion of right lung." Weight 126i pounds. 

February 10, 1901. " Patient is free of both rational and 
physical signs of disease." 

Time under treatment, one year. Weight on admission, 
108§ pounds. Weight at time of discharge, 126 J pounds. 
Total gain, 18 pounds. 
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Case XIII. — Margaret C, age 36 years; native of U. S.; 
widow; dressmaker. Began treatment December 10, 1899. 

Father died of apoplexy at the age of 77. Mother died of 
pulmonary tuberculosis at the age of 30. One brother living, 
40 years old. No other brothers or sisters. When 14 years old 
had a very severe attack of " peritonitis,'* Cough began the 
latter part of September or beginning of October last. Worse in 
the morning, but severe enough to interfere with sleep during 
night. Expectoration scanty and thick. Never raised blood. 
No night sweats. Noticeable loss of strength and flesh. Pain 
in right chest. Appetite poor. Constipation. Weight 86i 
pounds. 

Examination of sputum by Professor H. T, Brooks, who re- 
ports "innumerable tubercle bacilli; also large number of 
diplococcus pneumon^e (Frinkel) and bacillus Friedlander." 

February 25, 1900 (by the Committee): '* Right anteriorly, 
marked dulness on percussion and slight cracked pot sound 
over second interspace. Both chests anteriorly, there are a 
number of coarse rales, respiration exaggerated, expiration pro- 
longed. Signs more marked on right side. Right apex, im- 
mediately imder the clavicle, is a small area of amphoric breath- 
ing, whispering pectoriloquy and coarse rales. Right poste- 
riorly, between spine of scapula and vertebral column is a 
small area of cavernous breathing, whispering pectoriloquy, and a 
large number of rales, mostly coarse. r.<^ft posteriorly, upper 
part, there are a number of fine rales, also rude breathing. 
Both chests posteriori}^ lower part, respiration exaggerated and 
a number of creaking rales." Weight 94 1 pounds. 

May 27, 1900 (by the Committee): " l^ft chest anteriorly, 
upper part, large number of various kinds of rales and ronchi 
mostly dry. Right side, upper front and back, breathing 
broncho-vesicular and a few fine crepitant rales. Over both 
bases behind, breathing exaggerated and a few crepitant rales." 
Weight ll9i pounds. 

October 21, 1900 " Patient free of both rational and phy- 
sical signs of disease." Weight 145 J pounds. 

Patient was kept under treatment for some time subsequently 
before being finally discharged. 

Time under treatment, 11 months. 

Weight on admission^ S6J pounds. Weight November 25, 
1900. 149 J pounds. Total gain, 63i pounds. 
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Case XIV. — Ann O., age 28 years; native of U. S.; single; 
dressmaker. Began treatment November 23, 1900. 

History (from Dr. Russell's notes). Mother is living, father 
died of asthma and nephritis at the age of 50. Two sisters 
living and in good health. A brother died two years ago of 
pulmonary tuberculosis, aged 21 years. Cough began last July 
and was severe in September and October. Expectoration very 
profuse. Slight haemoptysis in July and again two weeks ago. 
No night sweats and but little loss of flesh. Appetite fairly 
good. Constipation. Weight IITJ pounds. 

Examination of sputum by Professor H. T. Brooks, who re- 
ported " occasional scattered tubercle bacilli, also quite a large 
ntunber of staphylococci." Examination by Committee Janu- 
ary 6, 1901. " Right anterior. Under clavicle there is dulness 
on percussion and diminished breathing. Over third and fourth 
ribs there are rude breathing, prolonged expiration and moist 
rales. Left anterior, a few moist rales on coughing in sub- 
clavicular region. Right posteriorly dtilness on percussion, 
broncho vesicular breathing and voice, subcrepitant rales and 
sonorous ronchi in supra spinous and interscapular regions." 
Weight 122i pounds. 

February 10, 1901: ** Chest clear of signs of disease." Time 
under treatment, 79 days. 

Weight on admission, 1171 pounds. 

Weight February 10, 1901, 130 pounds. 

Total gain, 12} pounds. 

To these cases the Committee added the history of 
one other taken from Dr. Russell's private records. The pa- 
tient was examined by the Committee and findings carefully 
noted. 
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Case XV.— Helen W. S.. age 7; resident of Yonkers, N. Y., 
since birth, Both parents living and in excellent health. 
Family history exceptionally free from constitutional taint of 
any kind. Weight at birth 8^ pounds. Breast-fed tintil 12 
months of age. During infancy and imtil four years of age 
rather poorly nourished, owing to frequent attacks of gastro- 
intestinal derangement. Measles during fifth year. Complete 
recovery without sequela. During summer of 1897 child suf- 
fered from severe attack of malarial fever of remittent type, 
resistant to quinin, necessitating stay of six weeks in Sullivan 
Co., N, Y. From fall of 1897 until June, 1S99, child remained 
fairly well, except for occasional attacks of gastric indigestion. 
In April, 1899, patient's sister, a baby of 10 months, previously 
in perfect health, died after a six weeks' illness as a result of 
acute priniary tuberculosis of both kidneys, as demonstrated at 
autopsy. For six months previous to the child's death and for 
two months thereafter a female servant, who was subsequently 
fotmd to be suffering from pulmonary tuberculosis, did the 
general housework for the family, including the laujidry work 
and cookingi and frequently attended and fed the baby during 
the mother's temporary absence. Helen W. S. was again taken 
ill in June, 1899, with an appparently typical attack of inter- 
mittent fever, and early in July was taken to Sullivan Co, for 
the summer. She returned home the latter part of August iti 
excellent condition and attended school until November 24, 
when she was attacked with a severe rigor, followed by a re- 
mittent febrile movement, influenza, cough, ear-ache, etc, ap- 
parently La Grippe, which was prevalent at that time. On 
fourth day the attending physician, Dr. David John, discovered 
an area of consolidation at right apex. Provisional diagnosis, 
post grippal lobular pneumonia. Treatment, symptomatic and 
expectant. After three weeks had passed, with no signs of 
resolution and with a continuance of cough, remittent tempera- 
ture curve, with rise of from 103*^ to 104* at night and the added 
symptom of night sweats. Dr. John was inclined to regard the 
lesion as tuberculous. Dr. W. H. Sherman, who saw the pa- 
tient in consultation, concurred in this opinion. At this time 
(about December 15) physical examination revealed dulness on 
percussion and subcrepitant rales extending to lower .border of 
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third rib in front and also heard in supra-scapular fossa behind : 
bronchial breathing localized at apex both in front and behind. 
A few subcrepitant rales were thought by Dr. Sherman to be 
distinguishable at left apex, but subsequent examinations failed 
to confirm this. One week later, physical signs the same, except 
that the area of bronchial breathing had extended as low as the 
third rib both anteriorly and posteriorly. Three days later 
Dr. E. G. Janeway, of New York, confirmed the diagnosis and 
the existence of the physical signs as above noted. Patient 
was confined to bed because of continual fever, ranging from 
101® in the morning to 103.5° in the evening, until January 1, 
1900. During this period but little nourishment was taken and 
the child emaciated considerably. At no time during her ill- 
ness was sufficient sputum raised to admit of collecting a sam- 
ple for bacteriological examination. 

About this time the patient's father, a physician, consulted 
Dr. Russell, with the result that the little patient was given 
the emulsion of mixed fats and placed upon the regular routine 
treatment, the only exception being that because of fever she 
was kept qmet in bed. Improvement began at once and was 
rapid. Cough moderated, temperature took a lower range, 
appetite increased, night sweats became infrequent. The treat- 
ment was carried out by father, after frequent consultations 
with Dr. Russell, who did not see the patient until March 24, 
1900, when the following note was made: 

" Right anterior. At apex and extending to nipple (fifth rib) 
bronchial breathing, increased voice, fine and coarse rales. The 
breathing suggests amphoric. Posteriorly, scapula region, all 
the above signs, though much less marked. No rales heard 
below scapula. Left lung normal." 

May 5, 1900, Dr. Russell made the following note: " No rales 
heard anteriorly over the entire chest, but pure amphoric breath- 
ing now heard at extreme right apex, and mixed bronchial as 
low as fourth rib. Right posteriorly, upper scapula region, 
bronchial breathing and a few fine rales." 

Examination by the Committee, September 20, 1900: 
*' Directly over the outer half of right clavicle there is heard 
amphoric breathing. Below this clear bronchial breathing is 
heard shading into vesicular at about the upper border of the 
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fourth rib. A few dry pleuritic rales, from stretching of old 
adhesions, heard on coughing. Behind, bronchial and broncho- 
vesicular breathing as low as spine of scapula. Below this the 
lung is clear. Left lung clear. There are no rational signs of 
disease." 

Weight January 12, 1900, 41 pounds. 

Weight September 20, 1900, 49i pounds. 

Total gain SJ pounds. 

October 18, 1900, Dr. Russell received a note from the father, 
saying: " I have just heard of the death on October 3 of the 
servant mentioned in the notes sent you some time ago. She 
died in Ireland of unquestioned pulmonary tuberculosis." 
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Casb XVI. — G. P., age 23 years; single; native of Canada; 
mechanical dentist. Began treatment October 27, 1900. 

Father and mother living and no family history of tuber- 
ctdosis. Never had a severe illness before. Frequent " colds " 
dufing the six months preceding the present cough which began 
in August last. Never had a hemorrhage. Expectoratiim 
scanty until lately. Night sweats for past week though not 
severe. No pain. Loss of flesh since August, 10 potmds. Very 
marked loss of strength. Appetite poor. Constipation. Weight 
1201 pounds. 

Examination of sputtun by Professor H. T. Brooks, who re- 
ports " tubercle bacilli and numerous streptococci and staphylo- 
cocci." 

November 4, 1900. Examined by the Committee. " Both 
chests somewhat retracted above and below clavicle, more 
marked below. Percussion anteriorly, both sides, wooden. 
Auscultation left, anteriorly, most marked in upper part, lai^ 
number of pleuritic creaks and occasionally a very few sub- 
crepitant rales. Posteriorly, left, slight dulness. Auscultation 
posteriorly, left, feeble breathing and many pleuritic creaks 
down to midway between spine and angle of scapula. Right 
side clear of rales. Voice exaggerated on both sides." 

February 6. 1901. Weight, 1291 pounds. Examined by 
the Committee. '* Left apex anteriorly and posteriorly dul- 
ness. Infra and supra clavicular and supra spinous regions, 
broncho-vesicular breathing, exalted voice and subcrepitant 
rales." 

November 25. 1901. Weight, 139i pounds. " Chest is free 
of abnormal signs." Time under treatment about 13 months. 
Weight on admission 120f potmds. Weight on dischai]ge, 130} 
pounds. Total gain, 18} potmds. 



Afi 
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Case XVIII. — Mrs. C. F., age 2^ years; married; native of 
Germany; housekeeper. Began treatment June 25, 1901. 

This patient was referred to Dr. Russoll by Dr. Vincent I. 
Gallagher of Brooklyn. 

Father died of puhuonary tuberculosis at the age of 42. 
Mother Uving aged ().3. One brother and five sisters living. 
Three sisters died during infancy. No severe illness other than 
present. Cough began in November, 1900, and she had a 
hajmoptysis in Januar^^ 1901. Expectoration profuse. Severe 
pain in chest part of the time since first attacked. Night 
sweats. Loss of flesh, she thinks, about 20 poimds. Appetite 
poor. Bowels constipated. Weight 110 pounds. 

Examination of sputimi by Professor H. T. Brooks, wh 
wrote, " occasional tubercle bacilli." 

July 15, 1901 (by the Committee). " Left apex, anterior 
and posteriorly. Dulness on percussion, breathing roughen- 
and subcrepitant rales to second interspace in front and bO' 
of scapula behind. These signs most marked in supra spine 
regions. No change in voice." Weight, 1091 pounds. 

October 24, 1901. " Chest is free of abnormal signs." I 
tient, though free from all signs of disease, was kept unc 
treatment for another month. Time tmder treatment abc. 
five months. Weight on admission, 110 pounds. Weight, ! 
vember 24, 1901, 125 pounds. Total gain, 15 pounds. 
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Case XIX. — Lizzie B., age 24 years; single; native U.S.; 
silk weaver. Began treatment June 23, 1901. Referred to Dr. 
Russell by Dr. Edward M. Foote of New York. 

Mother died of pulmonary tuberculosis, aged 30. Father died 
from injuries received in a railroad accident, aged 41. One 
brother living in good health, 23 years of age. No other brothers 
or sisters. No severe illnesses. Cough began two years ago. 
Expectoration scanty. No hemorrhages. No night sweats. 
Pain in right axillary region not very severe. Loss of flesh she 
thinks about 10 pounds. Appetite poor. Bowels constipated. 
Weight, 96i pounds. 

Sputum examined by Professor H. T. Brooks, who reports 
" a few tubercle bacilli." 

July 15, 1901 (by the Committee). " Left apex anteriorly 
and posteriorly. Dulness, bronchial breathing, anteriorly and 
broncho-cavernous posteriorly. Crepitant and subcrepitant 
rales anteriorly and posteriorly, most marked anteriorly. Right 
apex posteriorly, bronchial voice but no rales." Weight, lOOJ 
pounds. 

November 25, 1901. " Chest is free from all signs of disease." 
Time imder treatment about five months. Weight on admis- 
sion, 96i pounds. Weight, November 24, 1901, 115} pounds. 
Total gain, 19^ pounds. 
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CASE N<». XIX. 
The following cuts show l(Kaiion and extent of lesion: 
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Case XX.— W. H. S., age 32 years; single; native of U. S.; 
merchant. Began treatment July 10, 1901. 

Father, mother and three sisters living and all in good health. 
One sister now ill with pulmonar>' tuberculosis. Never had a 
severe illness previous to present. Cough began last March ajid 
in May he had a haemoptysis. Expectoration slight. No pain. 
Night sweats for two weeks only. But little loss of flesh. 
Appetite good. Bowels not constipated. Weight, 157i pounds. 

Sputum examined by Professor H. T. Brooks, who reports " a 
large number of tubercle bacilli and strepto- and staphylococci." 

July 15, 1901 (by the Committee). " Right posteriorly, in 
supra spinous region marked dulness, increased vocal fremitus, 
slightly diminished breathing with prolonged expiration and a 
few crepitant rales. Above signs also well marked at angle of 
scapula, same side.'^ Weight, 157i pounds. 

October 24, 1901. " Chest free of all signs of disease." Pa- 
tient was kept under treatment for one month longer. Time 
under treatment about 4 J months. Weight on admission, 1571 
pounds. Weight, November 24, 1901, 182 pounds. Total gain, 
24} pounds. 



CASE No. XX. 

The following; cuts show location and extent of lesion 
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Case XXI. — ^John G. G., age 27 years; single; native of 
Sweden. ; oiit-door salesman Began treatment August 26, 1899. 

Mother died of pulmonary tuberculo.sis at the age of 48. 
Father, two brothers and two sisters living and in good health. 
Present illness began nine years ago with a pneumonia of the 
left lung. This attack was followed four months later by haemop- 
tysis. One year later he was told by a physician that he had 
pleurisy (left side) which attack lasted about three months. 
From the summer of 1893 until the spring of 1899 he suffered 
but little inconvenience from cough. Haemoptysis some time in 
the spring of 1899, again in August and September, 1899, Ex- 
pectoration moderate in amount. Pain in left chest. No night 
sweats. Appetite good. Constipation. Weight, 125i pounds. 

Examination of sputum by Professor H. T. Brooks, who re- 
ports " moderate number of tubercle bacilli, eight to ten in field." 

August 27, 1899. Examined by the Committee. ". Both 
right and left supra-clavicular and supra and infra spinous re- 
gions, many coarse and fine rales, both moist and dry. These 
signs rather more marked on right side. Over lower part of 
both chests, most marked in axillary region, dry pleuritic rales." 

October 15, 1899 (by the Committee). " Marked diminution 
of signs to-day. Few moist rales at right apex and numer- 
ous dry rales at left base from axillary line posteriorly." 

November 26, 1899 (by the Committee). " There remains 
slight dulness over right subclavicular region down to level of 
second rib. Over right supra and infra spinous regions expira- 
tion is prolonged and a few dry rales are heard on coughing. A 
few dry and moist rales in right supra clavicular region. Many 
dry and moist rales heard in inter-scapular region." 

October 21, 1900 (by the Committee). "Large moist rales 
persist while breathing is much more emphysematous in char- 
acter at both apices, most marked behind." 

November 4, 1900 (by the Committee). " Over both supra 
spinous regions breathing is markedly emphysematous in char- 
acter with coarse subcrepitant rales. Left base behind, breath- 
ing emphysematous, no rales." 

January 6, 1901 (by the Committee). " Emphysematous 
breathing and many pleuritic rales over both sides posteriorly 
^bove angle of scapulae," 
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CAvSK \o. XXI. 
The follo\vinj( cuts sbow lix'ation and t-xtci.l <j1" Ksion: 





March 7, 1902 (by the Committee). " Chest free of signs of 
disease. About the middle of the inner border of the left 
scapula, space, size of half dollar, there are heard pleuritic 
creaks evidently due to stretching of old adhesions." Time 
imder treatment about 30* months. Weight on admission, 125i 
pounds. Weight March 9, 1902, 156} pounds. Total gain, 311 
pounds. 



Case XXII. — ^Annie McC, age 16 years; single; native of Ire- 
land ; en velope maker. Began treatment April 7, 1901. Father, 
mother, four brothers and two sisters living and in good health. 
Three brothers died during infancy. Health good until Decem- 
ber, 1899, when she had pnetmionia followed by empyema 
(right side). Was ill for five months, and has never been free 
from cough since. Expectoration scanty. No haemoptysis. 
No night sweats. Severe pain in chest. Appetite and digestion 
good. Noticeable loss of strength. Constipation. Weight, 86i 
pounds. 

Examination of sputimi by Professor H. T. Brooks, who re- 
ports " occasional tubercle bacilli." 

April 10, 1901. Examination by the Committee. '* Left 
anteriorly. Dtdness on percussion, bronchial breathing, bron- 
chial voice and subcrepitant rales. Below, diminished breathing 
and crepitant rales. Posteriorly, left, pronounced dulness over 
upper part grading to flatness at base, broncho-vesicular breath- 
ing to body of scapula, diminished below. Right anteriorly. 
Exaggerated breathing. Right posteriorly. Exaggerated breath- 
ing and a few subcrepitant rales." 

November 25, 1901 (by the Committee). " Chest free of 
signs of disease." Time imder treatment about eight months. 
Weight on admission, 86} pounds. Weight, November 24, 
1901, 100} pounds. Total gain, 14 potmds. 
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CASE No. XX 11. 

The following cuts show location cind extent of leiiion 
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Case XXIII. — Lizzie C, age 19 years; single; native of 
U. S.; florist. 

Began treatment April 9, 1901. (Referred to Dr. Russell by 
Dr. J. Lindsay Porteous, Yonkers, N. Y.) 

Father died from " a fractured skull," aged 45. Mother died 
of pulmonary tuberculosis at the age of 40. Two sisters living 
and in good health. Cough began latter part of October, 1900, 
and ten days later there was haemoptysis. Expectoration 
moderate in amount. Pain in right chest. No night sweats. 
Appetite and digestion good. Loss of strength. Constipation. 
Weight, IISJ pounds. 

Examination of sputum by Professor H. T. Brooks, who re- 
ports " numerous tubercle bacilli and streptococci." 

April 21, 1901. Examination by the Committee. "Left 
posteriorly. Dulness to body of scapula, respiratory sounds 
feeble, no change in voice, a few subcrepitant rales. Left 
anteriorly, slight dulness to third rib, feeble respiration, a few 
subcrepitant rales. No change in voice. Right supra and inter- 
spinous regions, bronchial breathing, exaggerated voice and fine 
rales." ^ 

January 13, 1902 (by the Committee). " Chest free of all 
signs of disease . * * Time under treatment , nine months . Weight 
on admission, 115} pounds. Weight, March 9, 1902, 143 
pounds. Total gain, 27} pounds. 
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CASE No. XXIIT. 
The following cuts show location and extent of lenion: 
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Case XXIV. — ^Jtdia R., age 32 years; single; native of U. S.; 
embroidery. 

Began treatment November 18, 1901. 

Father died of pulmonary tuberculosis at the age of 45. 
Mother living, aged 64. One brother died in infancy. No other 
brothers or sisters. Has had throat trouble for many years. 
Cough began three years ago. Expectoration very profuse at 
times. Severe haemoptysis two years ago. Several attacks of 
blood-stained sputum lasting a few days each time. No night 
sweats. Pain in chest. Appetite good. Marked loss of 
strength. Bowels not constipated. Weight, 119i pounds. 

Examination of sputum by Professor H. T. Brooks, who re- 
ports " numerous tubercle bacilli and streptococci." 

November 25, 1901. Examined by the Committee. "Right 
apex anteriorly. Slight dulness, diminished breathing, exalted 
voice, sibilant ronchi and subcrepitant rales. Right apex pos- 
teriorly. Breathing diminished, exalted voice, crepitant and 
subcrepitant rales." 

March 7, 1902 (by the Committee). "Chest free of all 
signs of disease." Time under treatment about four months. 
Weight on admission, 119i potmds. Weight, March 9, 1902. 
134 pounds. Total gain, 14i pounds. 
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CASE No. XXIV. 
The following cuts show location and extent of lesion: 





(>:: 



Case XXV. — Louise U., age 24 years; single; native of U. S. ; 
dressmaker. 

Began treatment September 10, 1901. 

Father died at the age of 39 from a '* poisoned wound.*' 
Mother, one brother and one sister living and in good health. 
No other brothers or sisters. Cough began last February. Ex- 
pectoration slight. No haemoptysis. Severe night sweats. 
Much pain in chest. Appetite good. Menstruation scanty. 
Constipation. Weight, 104 pounds. 

Examination of sputum by Professor H. T. Brooks, who re- 
ports " large nimiber of tubercle bacilli." 

October 25, 1901. Examined by the Committee. " Right 
apex anteriorly. Exaggerated breathing and a few subcrepitant 
rales — ^breathing is cog-wheel in type and bronchial in quality 
to about the third rib. Right apex posteriorly. Marked dul- 
ness, diminished breathing and many crepitant rales." 

January 13, 1902 (by the Committee). " Chest is free of all 
signs of disease.". Time under treatment about four months. 
Weight on admission, 104 pounds. Weight, March 9, 1902, 
I26i poimds. Total gain, 22i pounds. 
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CASE No. XXV. 
The following cuts show location and extent of lesion ; 
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Case XXVI. — Frank T. K., age 33 years; single; native of 
U. S. ; clerk. Began treatment April 11, 1902. 

Father died at the age of 63 of nephritis. Mother, one 
brother and four sisters living atid in good health. Ntimerous 
attacks of intermittent fever during the years preceding present 
illness, but no other serious illnesses. Present illness began 
July, 1892. The following is the patient's own story: ** In July, 

1892, after heavy exertion oil cruise with N. Y. Naval Militia, 
had a sharp illness, great weakness, but no hemorrhage. Told 
I had tuberculous tendencies and was sent South for the winter. 
Tried Virginia, Kentucky, Georgia, Louisiana, Tennessee and 
North Carolina consecutively. March, 1893, at New Orleans, 
the day following a Norther, raised about two mouthfuls of 
blood, my first hemorrhage. Paid no attention to it. April, 

1893, in New York City raised bloody sputtun. Kept qtiiet 
half a day. October, 1894, while feeling first-rate, experienced 
a copious hemorrhage. No ill effects, did not give in at all, 
merely went carefully for a few days. June, 1896, had several 
hemorrhages. Kept quiet about three days then, after a few 
days of work, went to Adirondacks for two weeks. Gained over 
12 pounds and seemed to get right on feet. Winter of 189&-7 
had several cases of sputum thick with blood but no clear blood. 
October and November, 1897, much blood with sputum every 
morning, but seemed to be from back of nose and upper throat. 
Apparently in excellent trim all winter. In April and May, 

1898, nursed my father in his last illness, watching about three 
hours each night, between 1 and 5 a.m., often lifting him during 
this time. June, 1898, had a hemorrhage but did not stop any 
because of it. July, 1898, had a hemorrhage. No rest for it, 

but put myself in the hands of Dr. , who cut a ntunber 

of growths, a dozen or more, from my throat. Went to Adiron- 
dacks for two weeks, but made but slight gain, if any, and my 
bronchial wheezing first showed while there. Several colds 
through October and November, but no hemorrhage. March, 

1899, had hemorrhage; no rest because of it. August, 1899, 
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had three hemorrhages in one day, copious ones ; rested for two 
days and two weeks later rested for a week. Took cabinet 
treatment here for six months. Quite some improvement con- 
sequent, but would bleed slightly about once a month. Quit 
work April 1, 1900, and after spending a month in Virginia 
went West, trying British Columbia, Southern California, 
Northern California, Nevada, Utah and Colorado for a space of 
two years. Had a few hemorrhages during this time but no 
severe ones," 

Patient has had blood-streaked sputum recently. Cough does 
not prevent sleep at night. Has had but few night sweats. 
Loss of flesh about 15 pounds, he thinks. Pain in right chest. 
Appetite poor. Constipation. Marked loss of strength. Weight 
115 pounds. 

Examination of sputum by Professor H. T. Brooks, who re- 
ports " numerous tubercle bacilli." 

May 16, 1902. Examined by the Committee. " Right apex 
anteriorly. Marked dulness, diminished breathing, coarse and 
fine moist rales, creaks and sibilant sounds. Diminished 
breathing over whole right chest anteriorly. Right apex pos- 
teriorly. Dulness, broncho-cavernous breathing, and voice all 
variety of rales and gurgles down to body of scapula. Left apex 
anteriorly. Rude breathing, fine moist and sibilant rales and 
pleuritic rales extending to axillary region. Left apex posteri- 
orly. Same signs as anteriorly, pleuritic rales at base and 
post. Axillary region also. Heart displaced. Apex beat felt 
in fifth space, a little to right of right nipple. No murmurs." 

Patient progressed favorably, gained in weight and strength, 
cough and expectoration decreased, physical signs improved, 
until the latter part of November, when he developed an acute 
right pleurisy with effusion accompanied by pain, increased 
cough and high evening temperature. He was put to bed and 
kept there seven weeks, at the end of which time the attack had 
subsided. Last weight before above described attack, 133i 
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pounds. Weight on going to bed, 126} pounds. Weight on 
leaving bed, 143 pounds. 

February 4, 1903, sputum sent for examination to Professor 
H. T. Brooks, who reports "specimen of sputum of Frank 
T. K. failed to show any tubercle bacilli." 

April 18, 1903 (by the Committee). " Chest free of signs of 
disease." Time tmder treatment about 12 months. Weight on 
admission, 115 pounds. Weight, April 12, 1903, 147 pounds. 
Total gain, 32 pounds." 
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Case XXVII. — Charles P. W., age 36 years; married; native 
of U. S. ; physician. Began treatment October 1, 1902. 

Father died of pulmonary tuberculosis at the age of 39. 
Mother died of bronchitis, aged 37. One brother living, aged 40 
years. One brother died from accident. No sisters. Cough 
began last May and was so much worse in August that he went 
to the North Woods, where he remained two months. Ex- 
pectoration moderate in amount. Haemoptysis in September 
and again in October. Night sweats from May until August. 
No pain. Loss of flesh, 30 pounds. Appetite poor. Great loss 
of strength. Constipation. Weight, 148 pounds. 

Examination of sputxun by Professor H. T. Brooks, who re- 
ports " small number of tubercle bacilli." 

October 30, 1902. Examined by the Committee. " Right 
apex anteriorly. Dulness, exaggerated breathing, a few fine 
rales. Right apex posteriorly. Supra and inter-scapular re- 
gions, dulness, rude breathing, exalted voice, subcrepitant rale. 
Left lung normal." 

April 23, 1903, sputum examined by Professor H. T. Brooks, 
who reports that it " failed to show any tubercle bacilli." 

April 23, 1903 (by the Committee). " Chest is free of all 
signs of disease." Time under treatment, about seven months. 
Weight on admission, 148 pounds. Weight, April 20, 1903, 
166i pounds. Total gain, 18 J pounds." 



70 



CASE No. XXVII. 

The following cuts show location and extent of lesion : 





Case XXVIIL — Edward W., age 26 years; married; native 
of U. S. ; clerk. Began treatment January 16, 1903. 

Father living at the age of 60. Mother died of pneumonia, 
64 years of age. One brother, age 30, and one sister, age 22, 
died of pulmonary tuberculosis. One brother living, 22 years 
old. 

He tells the following: " About the middle of July, 1902, I 
began to feel sick, I had chilis and fever every three or four 
days and was losing flesh. I took home remedies for a while, 
but got no better. I then went to a doctor, who treated me 
for about a month for malaria. I got no better. About the 
latter part of October 1 went to another doctor, who told me 
I had symptoms of typhoid fever and advised me to go to a 
hospital. I went to a hospital. When I entered the hospital 
my temperature was 105^. I remained in the hospital one week, 
when I went home the doctor told me all danger of typhoid 
was past. When 1 went home I got the chills and fever again 
arid went back to the first doctor, who treated me again for 
malaria until the middle of November. About the latter part 
of November I was examined by another doctor, who told my 
wife I had consumption and would not live over two months. 
I was examined about the same time by the doctor who was 
treating me for malaria and he said my lungs were all right, 
I went to a dispensary about the middle of December. I was 
examined and told I had intestinal trouble. They treated me 
until the middle of January, but I got no better, I had the 
chills and fever all this time and I coughed and raised in the 
morning. I lost 20 pounds in weight." 

Patient states that there is but little expectoration, no pain 
in chest, no blood spitting, only occasional night sweats and 
great loss of strength. Constipation, Weight, 114 pounds. At 
the time of apphcation for treatment his pulse was 120, tem- 
perature 103° (8 P.M.). 

Because of the acuteness of the lung process, Dr. Russell in- 
sisted that this patient should first go to bed for a few weeks. 
This was finally arranged through the generosity of his employer. 

Examination of sputum by Professor H. T. Brooks, who re- 
ports " small number of tubercle bacilli." 

February 12, 1903. Examined by the Committee. " Left 
apex anteriorly, Dulness just below clavicle, bronchial breath- 
ing and voice, a few fine rales. Right apex anteriorly. Dul- 
ness, broncho-cavernous breathing, exalted voice and fine moist 
rales. These signs heard with greater distinctness in supra- 
spinous (scapular) region, same side. Right base, posteriorly. 
Crepitant and subcrepitant rales.** 

May 20, 1903, sputum sent for examination to Professor 
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H. T. Brooks, who reports " after microscopical examination 
of a number of preparations from sputum of Edward W., I 
was unable to find any tubercle bacilli/' 

May 2S, 1903 (by the Committee), " Chest free of all signs 
of disease/' Time under treatment, about 44 months. Weight 
on admission, 114 pounds. Weight, May 25, 1903, 142^ pounds. 
Total gain, 28 J pounds. 



Case XXIX. — Charles D., age 44 years; married; native of 
U, S.; butcher. Began treatment March 26, 1902. (Referred 
to Dr. Russell by Dr. T. B. Barringer, Jr.) 

Father died at the age of 54 from carcinoma. Mother living 
age 67. Five brothers and two sisters living, all in good health, 
with the exception of one brother, who is ill with pulmonary 
tuberculosis. 

Patient states that he was. verv' ill with pneumonia and 
pleurisy 21 years ago. Suffered from fistula in ano 12 years ago. 
Present cough began September, 1901. Expectoration profuse. 
Haemoptysis September, 1901. and three or four attacks in all 
since beginning of illness. Has night sweats and pain in both 
chests. Thinks he has lost 30 pounds. Appetite poor, marked 
loss of strength. Constipation. Weight, 147 pounds. 

Examination of sputum by Professor H. T. Brooks, who re- 
ports ('* numerous tubercle bacilli.") 

April 15, 1902. Examination by the Committee. " Left 
chest, anteriorly and posteriorly. Dulness, diminished breath- 
ing, prolonged expiration, many pleuritic and moist rales and 
sibilant ronchi heard over upper lobe." 

June 20, 1903, sputum sent for examination to Professor 
H. T. Brooks, who reports " microscopical examination of the 
sputum of Charles D. failed to show any tubercle bacilli.'* 

July 21, 1903 (by the Committee). " Cough and expectora- 
tion have ceased. Nothing to be found in chest except a few 
dry pleuritic rales in right supra-spinous and left inter-scapular 
regions. The rales are in our opinion permanent, due to the 
pleural scar, and the patient is apparently cured of his tuber- 
culosis." Time under treatment, about 16 months. Weight on 
admission, 147i pounds. Weight July 19, 1903, 180i pounds. 
Total gain, 33 pounds. 
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Case XXX. — Albert A., age 31 years; single; native of Ger- 
many; glovemaker. Began treatment March 16, 1902. 

Father died from nephritis at the age of 60. Mother living, 
69 years of age. One brother died at the age of 17 from pul- 
monary tuberculosis. Three brothers and two sisters living in 
good health. Present cough began two years ago, though he 
had repeated attacks of haemoptysis in 1888. Haemoptysis in 
November, 190L Expectoration moderate in amount at pres- 
ent. Night sweats during past winter. Appetite good, no pain 
and but small loss of flesh. Constipation, Weight, 132 pounds. 

Patient makes the following additional statement; " Was 
taken sick March, 1900, went to Liberty, N. Y., May 3, and re- 
mained nine months. This did not decrease my expectoration, 
which was so intense that I filled three paper sputum cups daily. 
The latter part of February, 1901, arrived in Denver (Colorado) 
where I remained tmtil middle of May, 1901, then went to a 
ranch near Colorado Springs, staying there aboijit ten weeks. 
Returned to Denver end of July and not getting any better, to 
the contrary, my cough increased, came back East in August." 

Examination of sputum by Professor H. T» Brooks, who re- 
ports " numerous tubercle bacilli." 

April 15, 1902. Examination by the Committee. *' Left 
apex anteriorly. Dulness to third rib, broncho- vesicular 
breathing, crepitant and subcrepitant rales. Left apex pos- 
teriorly. Dulness, breathing in supra-spinous region suggests 
" cavernous/' below spine, bronchial; fine moist rales over whole 
tipper lobe. Right apex anteriorly. Rude brea tiling." 

July 20, 1903, sputum sent for examination to Professor H. T. 
Brooks, who reports " microscopic examination of the sputum 
of Albert A. failed to show any tubercle bacilli." 

July 21, 1903 (by the Committee), " Chest is free from all 
signs of disease." Time under treatment, about 16 months. 
Weight on admission, 132 pounds. Weight July 19, 1903. I73i 
pounds. Total gain, 41 i pounds. 
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CASE No. XXX. 
The following cuts show location and extent of lesion: 
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2€r, age 19 years; single; native of 
Began treat- 



Case XXXL— Otto S- 
U. S. ; ofE-ce boy. Wages eight dollars a week 
ment June 11, 1902, 

Family consists of patient, mother and four sisters. One 
sister earns seven dollars a week. Total income of family, 15 
dollars a week. Work hours, 8,30 to 6. 

Family History. — Father died at the age of 72 of diabetes and 
nephritis. Mother living, 50 years of age and in good health. 
A brother died of pulmonary tuberculosis at the age of 23, Four 
sisters living ranging in age from 28 to 13 years, all in good 
health. 

Personal History. — Has had no serious illnesses. Present ill- 
ness began last January with a cold and cough which has never 
disappeared. Cough not severe and expectoration moderate in 
amount. Two slight haemoptysis since January. No pain or 
night sweats. Appetite and digestion good. Constipation. 
Loss of flesh four or five pounds. Weight 117 pounds. 

Examination of sputum by Professor H. T. Brooks, who re- 
ports " numerous tubercle baciUi and streptococci." 

June 24, 1902. Examined by the Committee. ** Right 
chest anteriorly. Rude breathing and a few fine moist rales 
over upper lobe. Right chest posteriorly. Supra and inter- 
scapular regions, broncho-cavernous breathing and voice, fine 
moist rales. Left chest negative." 

September 2, 1902. Severe exacerbation; fever, increased 
cough and hemorrhages. Temperature during this attack ranged 
from 100° to 103°. There were ten attacks of haemoptysis. Loss 
of fiesh 12 pounds. 

March 13, 1904. Patient developed measles and was confined 
to bed eight days. Loss of weight 13 pounds. 

April 11, 1904. Examination of sputtun by Professor H, T, 
Brooks J who reports " examination of sputum of Otto S- — — ^er 
failed to show any tubercle bacilH." 

April 16, 1904 (by the Committee). " Chest free of all 
signs of disease." Time under treatment about 22 months. 
Weight on admission 117 pounds. Weight April 17, 1904, 159i 
pounds. Total gain, 42i pounds. 

Diet included eggs and animal flesh throughout treatment 
except during exacerbation of September, 1902, and the more 
recent attack of measles. 
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CASE No. XXXI. 
The following exits show location and extent of lesion : 
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Case XXXII. — August P — ke; age 24 years; single; native of 
U. S. ; paper box maker. Wages 11 dollars a week. Began 
treatment October 8, 1902. 

The family consists of six individuals, two of whom are wage- 
earners. One sister earns four dollars a week. Total income 
of family 15 dollars a week. Work hours, 8 to 5.30. 

Patient states: " Where I am employed I have to lift 50 
pounds every five minutes and 1500 sheets of cardboard in an 
hour — 9i hours a day's work." Again, April 1, 1904, ** From 
the day I started treatment till the day I was cured I never lost 
a day's work." 

Family History. — Father died at the age of 46 of pulmonary 
tuberculosis. Mother living, 45 years of age, in good health. 
One brother died of cardiac disease at the age of 19. Two 
brothers aged 14 and nine respectively and two sisters, 21 and 
1 1 years of age, living and in good health. 

Personal History. — No serious illnesses. Present difificulty 
began last May with a " cold " which failed to get well. Cough 
worse during July. Expectoration abundant and muco-puru- 
lent. No blood spitting, night sweats or pain. Some loss of 
flesh, but does not know how much. Not constipated and no 
notable loss of strength. Height six feet one inch. Weight 
149 pounds. 

Examination of sputiun by Professor H. T. Brooks, who re- 
ports " occasional tubercle bacilli." 

October 30, 1902. Examined by the Committee. " Left 
apex anteriorly, dulness, rude breathing, subcrepitant rales" 
Right apex anteriorly, negative. Left chest posteriorly, nega- 
tive. Right posteriorly, supra and interscapular regions, ex- 
aggerated breathing and voice, and a few fine and subcrepitant 
rales." 

March 28, 1904 (by the Committee). " Chest free of all 
signs of disease." Time under treatment about 18 months. 
Weight on admission 149 pounds. Weight April 10, 1904, 187 
pounds. Total gain 38 pounds. 

March 31, 1904. Examination of sputtim by Professor H. T. 
Brooks, who reports " sputum of August P — ke failed to show 
any tubercle bacilli." 

Diet free of eggs and animal flesh since August 20, 1903. 
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Case XXXIII. — Bertha E — ht, age 33 years; married; native 
of Switzerland ; housewife. Began treatment November 18, 1902 

The family consists of patient and her husband; there are no 
children. Husband's wages 16 dollars a week. 

Family History. — Father died at the age of 64, mother died 
at the age of 60. Cause of death unknown in each instance. 
One brother aged 37 and one sister aged 35, living and in good 
health. No other brothers or sisters. 

Personal History. — No serious illnesses, but has suffered with 
numerous " colds " every winter. Present cough began one 
year ago. Expectoration moderate in amount, occasional at- 
tacks of blood streaked sputum, no active hemorrhage. No 
night sweats but little pain in chest and thinks there has been 
but small loss of flesh. Appetite poor, not constipated, no 
marked loss of strength. Weight 113 poimds. 

Examination of sputtun by Professor H. T. Brooks, who re- 
ports " numerous tubercle bacilli." 

November 24, 1902. Examined by the Committee. "Right 
chest anteriorly, slight dulness, rude breathing, prolonged ex- 
piration, a few subcrepitant rales, exalted voice and increased 
vocal fremitus to second interspace. Right posteriorly, same 
signs in supraspinous region. Left posteriorly, rude breathing 
over suprascapular region, a few fine and subcrepitant rales." 

January 9, 1904. Sputum examined by Professor H, T. 
Brooks, who reports " examination of the sputum of Mrs. Bertha 
E — ht failed to show any tubercle bacilli." 

March 28, 1904. (by the Committee). "Chest free of all 
signs of disease." Time under treatment about 16 months. 
Weight on admission 113 pounds. Weight April 17, 1904, 136} 
pounds. Total gain 23} potmds. 

Diet has been free from eggs and animal flesh since January 
14, 1903. 
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Case XXXIV. — ^John O'D — ^11, age 19 years; single; native of 
U. S.; driver. Wages 50 dollars a month. Began treatment 
February 10, 1903. 

Family consists of the patient, father, mother and one sister. 
Mother " keeps boarders " and since the patient has been forced 
to qtiit work because of exhaustion, no other members of the 
family work. (Patient began treatment suffering with acute 
tuberculous pnetimonia.) 

Family History. — Father aged 58, mother aged 49, and a sister 
17 years of age, living and in good health. No brothers. 

Personal History. — Haemoptysis some time during July, 1902, 
without preliminary symptoms or subsequent cough; again in 
October of the same year when he presented himself for ad- 
mission to the class. No physical signs of disease being found 
upon examination at that time he could not be admitted. Cough 
began for the first time last month and a return of blood spitting 
brings him again for examination. Expectoration very scanty. 
Has night sweats and pain in right chest. Loss of flesh about 
17 pounds, he thinks. Appetite poor and much prostration. 
Constipation. Height five feet 11 J inches. Weight 144 poimds. 

Examination of sputum by Professor H. T. Brooks, who re- 
ports " a small number of tubercle bacilli." 

Because of the severe illness of one of the gentlemen the fol- 
lowing is the record of the examination of but one member of 
the Committee. 

February 12, 1903. " Right chest anteriorly, sub-clavicular 
region, dulness, distinct bronchial breathing and voice, sub- 
crepitant rales. Right, posteriorly, supraspinous region, dul- 
ness. Interscapular region, dulness, bronchial, breathing and 
voice, subcrepitant rales. Right base, crepitant rales." 

April 11, 1904. Examination of sputum by Professor H. T. 
Brooks, who reports ** examination of sputum of John O'D — ^11 
failed to show any tubercle bacilli." 

April 18, 1904 (by the Committee). " Chest free of all signs 
of disease." Time imder treatment about 14 months. Weight 
on admission, 144 poimds. Weight April 17, 1904, 161i pounds. 
Total gain 17 J poimds. 

Diet has varied from time to time throughout treatment. 
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Case XXXV. — Albert O — n, age 39 years; married; native of 
Ireland; bookkeeper. Wages 25 dollars a week. Began treat- 
meat June 13, 1003. 

Family consists of patient, his wife and an infant five months 
of age. Total income 25 dollars a week. Work hours, 8 to 5. 

Family History. — ^Father died at the age of 41, mother at the 
age of 72, both of pneumonia. One brother died of scarlet fever, 
aged seven years. Three sisters dead^-one an infant, cause un- 
known, one 32 years of age, from childbirth, the last 52 years 
of age, cause unknown. Two brothers and three sisters living 
and in good health. 

Personal History, — With the exception of an attack of nervous 
prostration from overwork, which lasted three months, no 
serious illness. Present illness began in December, 1902, with 
cough and haemoptysis. Cough and expectoration slight until 
May, 1903, when a severe haemoptysis, lasting three days, oc- 
curred. Expectoration rather profuse since last hemorrhage. 
A few night sweats. No pain in chest. Loss of flesh about 
15 pounds. Constipation. Diminished strength. Indigestion 
Weight 112 pounds. 

Examination of sputum by Professor H, T. Brooks, who re- 
ports " numerous tubercle bacilli." 

June 15, 1903. Examined by the Committee. *' Left chest, 
anteriorly, lower half, dulness, diminished breath sounds, many 
pleuritic rales. Left posteriorly, axillary' region and base, same 
signs as heard anteriorly. Right, supraspinous region, dulness 
bronchial breathing, a few fine rales." 

Patient treated in bed for the first eight weeks during which 
time he gained 21^ pounds. 

March 14, 1904. Examination of sputum by Professor H. T. 
Brooks, who reports " sputimi of Albert O — n failed to show 
any tubercle bacilli." 

March 28, 1904 (by the Committee). "Chest free of all 
signs of disease." Time under treatment about nine months. 
Weight on admission, 112 pounds. Weight April 17, 1904, 147 
pounds. Total gain 35 poujids. 

Diet has been free from eggs and animal flesh throughout 
treatment. 



Case XXXVL — William S— an, age 33 years; single; native 
of Gemiany; -decorator; wa^es 20 dollars a week. Began treat- 
ment December 4, 1&02. Referred to dispensary by Dr. D. D. 
Jennings of New York City. 

Patient is unmarried and there is no one dependent upon 
him for support- Work hours 8 a.m. to 5.30 p.m. 

Family History. — Father died of pulmonary tuberculosis at 
the age of 34. Mother died of pulmonary tuberculosis at the 
age of 32. One brother living, aged 29, in good health. No 
sisters. 

Personal History, — ^Patient recites a long story of cough and 
hemorrhages extending over the past ten years. A very severe 
attack of pleurisy last spring and numerous h^moptyses during 
past few months have led to his application for treatment iiere . 
Expectoration slight. Occasional night sweats. Pain in left 
axillary region. L.oss of flesh 10 pounds. Mild attack of 
rheumatism in knees, elbows and finger joints two years ago. 
Not constipated. Weight 146 pounds. 

Examination of sputum by Professor H, T. Brooks, who re- 
ports " small number of tubercle bacilli." 

February 7. 1903. Examined by the Committee, " Left 
apex anteriorly, A few subcrepitant rales. Right apex, an- 
teriorly, to second interspace, cracked-pot percussion sound, 
cavernous breathing, whispering pectoriloquy, all variety of 
rales and sibilant ronchi. Left posteriorly interspinous region, 
prolonged high pitched expiration. Right posteriorly ^ supra 
and interspinous regions, fine and coarse rales, bronchial voice 
and whispering pectoriloquy." 

May 18, 1904. Examination of sputum by Professor H. T. 
BitJoks, who reports " the sputum of Willianti S^au failed to 
show tubercle bacilli.** 

May 26. 1904 (by the Committee), '* Chest free of all signs 
of disease," Time under treatment about 17i nKJnths. Weight 
on admission, 146 pounds. Weight May 22, 179i pounds. 
Total gain 33i pounds. 

Diet included eggs and animal flesh. 

During February, 1903, had repeated attacks of haemoptysis 
lasting one week. With this exception has lost no time from 
work while under treatment, because of illness. 
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Case XXX VII, — William K— ly, age 2S'jesLrs; single; native 
of U. S. ; window dresser; wages 16 dollars a week. Began 
treatment January 3, 1903, 

Patient is unmarried, with no one dependent upon him for 
support. Work hours 8 a.m. to 7 p.m. 

Family History. — Father died of pulmonary tuberculosis at 
the age of 43. Mother died of " anemia," 4S years of age. One 
brother, aged 24, and three sisters, ranging in age from 29 to 
20 years of age^ living and in good health. 

Personal History.— In August, 1902, " I was attacked with 
a spitting up of blood. I went at once to Dr. ■ - - who gave 
me some powders to stop the blood which continued for two 
days. When I called to see the doctor again he told me my 
lungs were slightly affected and I could not live in this climate, 
to go to Denver.'* '* The best I could afford was to go to 
the Catskill Mountains for three weeks. The third week I 
began to cough, so I came home." Patient states that he never 
before had a severe illness. Expectoration moderate in amount. 
No blood spitting other than the attack described. Has had 
night sweats recently. No pain in chest. Loss of flesh 18 
pounds. Appetite poor. Not constipated. Weight 104^ lbs. 

Examination of sputum by Professor H. T. Brooks, who re- 
ports "numerous tubercle bacilli." 

February 7, 1903. Examined by the Committee. " Left 
apex, anteriorly. Dulness^ exaggerated breathing, subcrepitant 
rales. Right apex, anteriorly, a few subcrepitant rales. Left, 
posteriorly, supraspinous region. Diminished breathing, sub- 
crepitant rales. Right supra scapular region. Cavernous 
breathing, fine and coarse moist rales, whispering pectoriloquy." 

April 23, 1904. Examination of sputum by Professor H. T. 
Brooks, who reports " microscopic examination of the sputum 
of William K^ly failed to show any tubercle bacilli." 

April 28, 1904 (by the Committee). " Chest free of all signs 
of disease." Time under treatment about 16 months. Weight 
on admission, 104^ pounds. Weight April 17, 1904, 134^ 
pounds. Total gain 30 pounds. 

Diet included eggs and animal flesh. 

Has lost no time from work, during treatment, because of 
illness. 
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Case XXXVIII. — Annie La R — o, age IS years ; single ; native 
of U. S.; dressmaker. Wages SJ dollars a week. Began treat- 
ment October 15, 1903. 

Family consists of four members, two of whom are wage* 
earners. Patient states: " Work indoors all day sewing, earn 
$8.50 per week» but I have to take five weeks in the winter 
and two months in summer because we have no work, I am 
not paid for these vacations, I have two brothers and one 
sister, but only one brother and myself are working.'* Brother's 
wages 11 dollars a week. Total income of family 10§ dollars 
a week. Work hours S A.M. to 6 p.m. 

Family History, — Father died of pulTnonan'^ tuberculosis at 
the age of 45. Mother died of pleurisy and. pneumonia at the 
age of 37. Two brothers and one sister living and in good 
health. 

Personal History. — No serious illnesses. Cough began Feb- 
rviary, 1902, but was not severe until August, 1903. Expectora- 
tion scanty. No blood spitting or night sweats. Pain in left 
chest. Loss of flesh about three pounds. No loss of strength. 
Constipation. Weight lOH pounds. 

Examination of sputum by Professor H. T. Brooks, who re- 
ports " very numerous tubercle bacilh." 

Because of the severe illness of one of the gentlemen the fol- 
lowing is the record of the examination of but one member of 
the Committee; 

December 10, 1903. *' Right chest anteriorly, negative. 
Right supraspinous region, dulness, exaggerated breathing, sub- 
crepitant rales. Right base, posteriorly, pleuritic rales. Left 
base, posteriorly, pleuritic rales," 

February 19, 1904. Examination of sputum by Professor 
H. T. Brooks, who reports '* sputum of Annie La R — o failed 
to show any tubercle bacilli." 

March 28, 1904 (by the Committee), " Chest free of all 
signs of disease," Time under treatment about five months. 
Weight on admission 101^ pounds. Weight April 17, 1904, 
111 J pounds. Total gain 10 pounds. 

Diet has been free from eggs and animal flesh since February 
15, 1904, 

Has lost no time from work during treatment, because of 
Ulncss. 



Cake XXXTX.^Felix F^a, age 28 years; widowei , native 
of Italy; iron worker. Wages IS dollars a week. Began treat- 
ment November 11, 1903. 

Patient is a widower and childless. There is no one dependent 
upon him for support. Work hours S a.m. to 5 p,m. 

Family History.— Wife died two months ago of pulmonary 
tuberculosis, age 23 years. Father, 75 years of age; mother, 
73 years of age; five brothers, ranging in age from 33 to 25 
years, and three sisters, aged 40, 38, and 35 years, all living and 
in good health. 

Personal History.— Severe attack of rheumatism four years 
ago, involving ankle, knee and elbow joints. Attack lasted 
three months. No other severe illnesses. Cough began last 
August or September. Expectoration moderate in amount. 
No blood spitting or night sweats. Pain in left axillary regioii. 
Loss of flesh 10 or 15 pounds. Complains of loss of strength. 
Constipation. Weight 174 J pounds. 

Examination of sputum by Professor H. T. Brooks, who re- 
ports " numerous tubercle bacilli." 

December 10, 1903. Examined by the Committee. " Left 
apex, anteriorly. Dulness, broncho-vesicular breathing, fine 
moist rales. Left posteriorly, interspinous region, a ntmiber of 
crepitant and subcrepitant rales. Left axillary region. Many 
dry pleuritic rales. Right posteriorly, supra spinous region, 
rude breathing, exalted voice, a few subcrepitant rales," 

During the latter part of December patient had three attacks 
of haemoptysis. 

June 22, 1904. Examination of sputum by Professor H. T. 
Brooks, who reports " microscopic examination of the sputum 
of Felix F — a failed to show any tubercle bacilli." 

June 23, 1904 (by the Committee). "Chest free from all 
signs of disease." Time under treatment about 7i months. 
Weight on admission, 174 J pounds. Weight June 26, 1S9 
pounds. Total gain 14^ pounds. 

Diet included eggs and animal flesh. 

Has lost no time from work during treatment because of 
illness. 
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Case XL. — Elizabeth St. — ck; age 34 years; married; native 
of U. S. ; housewife. Began treatment December 27, 1903. 

Family consists of patient, her husband and five children. 
Husband's wages, total income, 15 dollars a week. 

Family History. — Father died very young, the result of bums. 
Mother died at the age of 56, cause unknown. One brother 
living 40 years of age. One brother dead, aged 36, cause un- 
known. One sister living, 36 years of age, in good health. 
One sister died during infancy. 

Personal History. — Patient has been married twice. First 
husband died of pulmonary tuberculosis eight years ago. She 
has given birth to eight children, five of whom are living. 
Oldest child 11 years, youngest 22 months. Cough, which began 
in July, 1903, is very severe and prevents rest and sleep at night. 
Expectoration profuse. No blood-spitting, night sweats or 
pain in chest. Loss of flesh 24 pounds. Very severe and fre- 
quent headaches. No appetite and much indigestion. Loss 
of strength. Constipation. Weight 1781 poimds. 

Examination of sputum by Professor H. T. Brooks, who re- 
ports ** numerous tubercle bacilli." 

December 30, 1903. Examined by the Committee. "Right 
ap^x, anteriorly and posteriorly, bronchial breathing, moist 
and dry rales and many ronchi. Left supra spinous region, 
broncho- vesicular breathing, fine and coarse moist rales." 

This patient's height is 5 ft. IJ inches and her weight on ad- 
mission was 1781 pounds. Greatest weight, three years ago, 
202 pounds. The question, shall she be encouraged to gain in 
weight to the full extent, at once arose. It was decided to' 
trust to improving nutrition by the usual means with but small 
gain in weight, some little gain being thought necessary in 
order to judge improvement. The correctness of this decision 
is seemingly supported by the very rapid clearing of the lung 
infiltration. 

June 28, 1904. Examination of sputum by Professor H. T. 
Brooks, who reports " microscopic examination of the sputum 
of Elizabeth St. — ck failed to show any tubercle bacilli." 

July 8, 1904 (by the Committee). ** Chest free of all signs 
of disease." Time under treatment about six months. Weight 
on admission, 1781 poimds. Weight July 3, 188 pounds. 
Total gain 9} poimds. 

Diet included eggs and animal flesh. 
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Case XLL^ — ^Jacob B^pf, age 29 years; married; native of 
Austria; clothing cutter; wages 12 dollars a week. Began treat- 
ment March 13, 1903. 

Family consists of patient, wife and two children. Total in- 
come from 12 to 15 dollars a week. Work hours from 8 a.m, to 

6 P.M. 

Family History. — Father, aged 59, and two brothers, 33 and 
26 years of age, living and in good health. Mother died at the 
age of 30 of pulmonar}' tuberculosis. One sister died during 
infancy, cause unknown. 

Personal History, — Patient states: *' One morning going to 
my every day toil on March 3, 1902, I was unexpectedly met 
with a hemorrhage and had to be taken back home. After that 
I was subjected to hemorrhages regularly once every three 
weeks, each lasting for full nine days. I then consulted with 
different physicians . . . they recommended me to the mountains. 
I have been there for three months and have not improved." 
With the exception of variola, seven years ago, patient has had 
no serious illnesses. Present difficulty began about one year 
ago with the expectoration of blood and early morning cough 
which has continued until now. From his description it is 
thought the blood appeared as blood-stained sputum rather 
than active and profuse hemorrhages. No night sweats and 
but small loss of weight. Slight pain in right mammary region. 
No disturbance of appetite, digestion or sleep, no loss of strength. 
Bowels not constipated. Weight 125^ pounds. 

Examination of sputum by Professor H. T. Brooks, who re- 
ports ** numerous tubercle bacilli," 

October 13. 1903. Examined by the Committee. '* Right 
anterior subclavicular region, dulness, bronchial breathing, fine 
moist rales. Right posterior supraspinous region, dulness, 
bronchial breathing and voice and fine moist rales. Right base, 
posteriorly, diminished breathing, a few fine moist rales and dn^ 
creaks." 

September 6, 1904. Examination of sputum by Professor 
H, T. Brooks, who reports *' I was unable to find any tubercle 
bacilli in the sputum of Jacob B — pf." 

October 5, 1904 (by the Committee). "Chest free of all 
signs of disease." Time under treatment about 19 months. 
Weight on admission, 125J pounds. Weight September 25, 
1904, 1464 pounds. Total gain 21 pounds. 

Diet included eggs and animal flesh. Has lost no time from 
work during treatment because of iJlness. 
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Case XLII. — Christian M — r, age 27 years; married; native 
of U. S, ; clerk; wages 20 dollars a week. Began, treatment 
October 20, 1903. 

Family consists of patient, wife and three children. Total 
income 20 dollars a week. Work hours from 9 a. m. to 5 p.m. 

Family History. — Father living, 56 years of age, and in good 
health. Mother died in childbirth, 23 years of age. No brothers 
or sisters. 

Personal History, — Patient states: " During the winter of 
190S I was troubled with a bad cough and about March 1 I 
was unable to go to work for three or four weeks. My family 
doctor told me I had grippe and pneumonia. ^\fter five weeks' 
treatment I decided to see another doctor who told me my 
right lung was affected and recommended my going to Colorado 
or New Mexico. I toki him it was impossible for me to go away 
as I had a wife and three children depending on my salary of $20." 

No severe illnesses except the attack of pneumonia mentioned 
since which cough has never entirely disappeared. Expectora- 
tion moderate in amount. Has expectorated blood-stained 
sputum a number of times during illness but never clear blood 
in quantity. No night sweats. Pain in left axillar\^ region. 
Loss of flesh about ten pounds. 

Examination of sputum by Professor H . T. Brooks, who re- 
ports ** numerous tubercle bacilli and streptococci and staphy- 
lococci." 

November 13. 1903. Examined by the Committee, " Left 
anterior, supra- and infraclavicular regions down to third rib, 
dulness, broncho- vesicular breathing and a few moist rales. 
Right anteriorly, a few moist rales at apex. Posteriorly, supra- 
spinous region, dulness, broncho-vesicular breathing, exaggerated 
voice and a few fine moist rales." 

September 13, 1904. Examination of sputum by Professor 
H. T. Brooks, who reports " I was unable to find tubercle bacilli 
in the sputum of Ch, M — r." 

October 5, 1904 (by the Committee). "Chest free of all 
signs of disease." Time xmder treatment about 12 months. 
Weight on admission, 142^ pounds. Weight October 23, 1904, 
173 pounds. Total gain 30 i pounds. 

Diet included eggs and animal flesh. 

Has lost no time from work during treatment because of ilL 
ness. 
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Case XLIIT. — Andrew H — k, age 27 years; married; native 
of U. S. : barber. Wages 18 dollars a week. Began treatment 
February 1, 1904. 

Family consists of wife and child, a boy six years old. Total 
income 18 dollars a week. Work hours 7 a.m. to 8 p.m. 

Family History. — Father, aged 57, mother, aged 55, two 
brothers, 16 and 12 years of age respectively, and one sister, 21 
years of age, living and in good health. One sister died during 
infancy. Wife is now ill with pulmonar\^ tuberculosis. 

Personal History.— Pstti&nt states: " I was taken sick with a 
severe cough, high fever and night sweats about the middle 
part of August, 1903. Dr. said I had malaria and bronch- 
itis." At the end of a month patient consulted another doctor 
" He told iriy wife my right lung was affected. . . , I had a 
slight hemorrhage one day and he advised me to sell my place 
of businesst a barber shop, which I sold in November, 1903." 
Patient later consulted another doctor. " He told my wife I 
had consumption and advised me to leave the city. I then went 
to Millerton, N. Y." Patient returned to New York City in 
January, 1904, when the doctor whom he first consulted " sent 
for me and treated me with radium for about three weeks." 
Cough very severe in October, 1903. Expectoration moderate 
in amount. Blood spitting for two or three days during last 
October. Frequent and severe night sweats during illness^ 
No severe pain in chest. Loss of flesh, 15 pounds. Appetite 
and digestion good. Constipation. Weight 117J pounds. 

Examination of sputum by Professor H. T, Brooks, who re- 
ports "innumerable tubercle bacilli." 

April 28, 1904. Examined by the Committee. " Right 
supraspinous region, dulness on percussion, exalted vocal, 
bronchial breathing, crepitant and subcreptiant rales." 

September 13, 1904. Examination of sputum by Professor 
H. T. Brooks, who reports " I was unable to find any tubercle 
bacilli in 'the sputum of Andrew H— k." 

October 5, 1904 fby the Committee). " Chest free of all 
signs of disease," Time under treatment about eight months. 
Weight on admission, 117i pounds. Weight September 25, 
1904, 137 pounds. Total gain 19^ pounds. 

Diet included eggs and animal flesh. 

Patient resumed work soon after coming under treatment 
and has lost no time since because of illness. 

102 



CASE No. XLIII. 

Tlie following cuts show location and extent of lesion : 
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single; native of 
Began treatment 



Case XLIV. — Ella C— gh, age 30 years; 
U. S. ; saleswoman; wages SJ dollars a week. 
October 20, 1904. 

Family consists of four individuals. Total income, when all 
are employed, 17 dollars a week. Work hours 8 a.m. to 6 p.m. 

Family Hisiory\^Fa.ther and mother both dead, the former 
from " gastric hemorrhage " at the age of 57, the latter, aged 
52, cause unknown. Three sisters, 2S, 26 and 24 years of age. 
living and in good health. No brothers. 

Personal History.— ¥at\ent states that her cough began two 
years ago and that she has been treated ever since " for bronch- 
itis." " During that time I coughed and raised a great deal 
and at different times I had to stay home from work a week or 
two at a time. Then I got along very well until last June when 
I broke down completely. After four weeks I got strong 
enough to go to the country and 1 stayed there for 11 weeks; 
then I felt much better and came home again. I was only back 
two weeks when I began to feel badly and lost weight. The 
doctor wanted me to go back and stay there for the winter but 
I would not." Patient has had no other severe illnesses. Ex- 
pectoration not profuse. No blood -spitting. Pain in right 
chest. Loss of weight about ten pounds. Appetite and diges- 
tion fairly good. Marked loss of strength. Not constipated . 
Weight 104^ pounds. 

Examination of sputuni by Professor H, T, Brooks, who re- 
ports '' numerous tubercle bacilli and streptococci and staphy- 
lococci." 

December 5, 1904. Examined by the Committee, '' Left 
chest anteriorly, from clavicle to fourth rib, dulness, bronchc- 
vesicular breathing, fine and coarse moist rales, very little 
change in breath sounds." 

February IS, 1905. Examination of sputum by Professor 
H, T. Brooks, who reports " examination of sputum of Ella 
C — gh failed to show any tubercle bacilli." 

February 27, 1905 (by the Committee), "Chest free of all 
signs of disease." Time under treatment about four months. 
Weight on admission, 104^ pounds. Weight February' 24, 1905, 
134 pounds. Total gain 29f pounds. 

This patient was admitted to the Annex of the Post-Graduate 
Hospital Dispensary, December 6, 1904. weighing 108 pounds. 
She was discharged from the Annex February 24, 1905, weigh- 
ing 134 pounds. Diet since December G, 1904, has been free 
from eggs and animal flesh. 
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Case XLV- — Joseph H — y, age 33 years; single; native of 
U. S.; guard, elevated railroad; wages about 14 dollars a week. 
Began treatment December 30, 1904. 

Family consists of seven individuals of whom three are wage- 
eamers. Total income of family, 35 dollars a week. Work 
hours irregular. 

Family History, — Father died at the age of 50 with heart 
disease. Mother, 50 years of age, four brothers, ranging in 
age from 29 to 17 years, and three sisters from 31 to 14 years of 
age, living and in good health. One bruther and one sister 
died during infancy. 

Personal History. ^Patient states: " I am employed as a 
guard on the Second Avenue elevated railroad, have been in 
their employ for the past ten years. The latter part of May, 
1904j I was troubled with a heavy cold which caused me to 
cough a great deal and raise phlegm. Believing it would wear 
away I let it run until I began to lose weight and became weak 
from night sweats and loss of appetite. I called on a doctor 
about August 20. He advised me to leave New York and go 
to the mountains. My salary being only $1.0-5 a day would not 
permit me to do it, so he began treating me for consumption. 
I remained under his treatment until the middle of September. 
I seemed to be getting worse all the time, so I went to another 
doctor. I weighed 117 pounds on September 21. For the first 
six weeks I gained slowly until I reached 120 pounds, when I 
began to lose again and in two weeks dropped to 116 pounds, 
I then became troubled with severe pains in my chest and right 
side and raised a great deal of phlegm tainted with blood with 
my cough and was unable to continue my work for the last 
eight weeks." Patient further states that at a latter period 
'' my stomach went back on me and would not retain the medi* 
cines and I lost seven pounds in the next 11 days/* No serious 
illnesses other than the present. Expectoration moderate in 
amount. Marked loss of strength. Constipation. Weight 
115J pounds. 

Examination of sputum by Professor H. T. Brooks, who re- 
ports " occasional tubercle bacilli and sti"eptococci and staphy- 
lococci.'' 

January 10, 1905- Examined by the Committee. " Right 
apex anteriorly, supraclavicular and infraclavicular regions as 
far as third rib, dulness, bronchial and broncho -vesicular 
breathing, fine and coarse moist rales. Right apex posteriorly, 
supraspinous region, same signs as heard anteriorly." 

February IS, 1905. Examination of sputum by Professor 
H. T. Brooks, who reports " examination of sputum of Joseph 
H — y failed to show any tubercle bacilli." 
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February 27, 1905 (by the Committee). *' Chest free of all 
signs of disease." Time under treatment about two months. 
Weight on admission, 115§ pounds. Weight March 17, 1905, 
142^ pounds. Total gain 26 J pounds. 

This patient was admitted to the Annex of the Post-Graduate 
Hospital Dispensar)\ January 7, 1905, weig^hing 112| pounds. 
He was discharged from the Annex March 17, 1905, weighing 
142i pounds. 

Diet since Januarj^ 7, 1905, has been free from eggs and 
animal flesh. 

Case XLVI. — ^George A. L — ^t, age 36 years; married; native 
of U. S. ; mechanical engineer; wages 32 dollars a week. Began 
treatment May 1, 1904. Referred to dispensar}' by Dr. S. 
Nelson Irwin, New York City. 

Family consists of wife and three children. Total income 12 
dollars a week, which patient states was insufficient to support 
his family while sick and he was obliged to borrow money in 
consequence. Work hours 8 a.m. to 5 p.m. 

Family History. — Father, aged 39, and mother, aged 27, 
both died of pulmonary tuberculosis. A half-brother, 32 years 
of age, when last heard from, five years ago, had pulmonary 
tuberculosis. Three half-sisters, 28, 19 and 17 years of age, 
living and in good health. 

Personal History. ^Present illness began with a pulmonary 
hemorrhage in October, 1 903, after which he steadily lost flesh. 
Cough not severe until the following February'. '' On March 
1, 1904, I took a had cold and could not get rid of it, I had a 
bad cough which got worse about April 1 , then I commenced to 
have night sweats; these annoyed me very much, then I com* 
menced to cough and raise at night and I could not sleep, then 
blood commenced to show in the sputum; some nights there 
would be a cupful of blood, on others not so much.*' Expectora- 
tion scanty. No pain. Loss of flesh 10 pounds. Unable to 
work, because of loss of strength, since April 15 last. Appetite 
pcor. Constipation. Weight on admission, I20i pounds. 

Examination of sputum by Professor H. T, Brooks, who re- 
ports *' numerous tubercle bacilli and streptococci and staphy- 
lococci." 

May 10, 1904. Examined by the Committee. '* Right 
apex anteriorly to third rib and posteriorly to middle of scapula 
broncliial and broncho-vesicular breathing, fine and coarse 
moist rales. Left apex anteriorly, a few coarse moist rales 
heard after coughing. Left apex posteriorly, diminished 
breathing, fine and coarse moist rales heard over entire scapular 
region/' 

April 4, 1905. Examination of sputum by Professor H. T. 
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Brooks, who reports " microscopic examination of the sputum 
of George A. L— t failed to show any tubercle bacilli." 

April 17, 1905 (by the Committee). " Chest free of all signs 
of disease." Time under treatment about one year. Weight 
on admission 120i pounds. Weight April 16, 1905, 142 pounds. 
Total gain 21 1 pounds. 

Patient gave up his work from April 15, 1904, until July 1, 
1904. Has lost no time from work since July last because of 
illness. 

Diet included eggs and animal flesh. 

Case XL VII. — Adrien B^a, age 20 years; single; native of 
France; entry clerk; wages 10 dollars a week. Began treat- 
ment March 6. 1905 

Patient is unmarried, with no one dependent upon him for 
support. Work hours 8 a.m. to 6 P.M. 

Family History, ^FsLther, mother, two brothers and three 
sisters all living and in good health. One sister died during 
infancy, cause unknown. 

Personal History. — ^Patient states; *' About two years ago I 
first noticed a rather severe cough to which I did not pay much 
attention until March of this year when I commenced raising 
blood in my sputum." * * * " While this did not interfere 
with my eating and sleeping I did not feel very weli, being 
very weak and tired. I was gradually losing weight." No 
otter serious illnesses. Expectoration scanty. Pain in left 
axillary region. Does not know how much weight has been 
lost. Sleep and appetite undisturbed. Marked loss of strength. 
Not constipated. Weight on admission, 125^ pounds. 

Examination of sputum by Professor H. T. Brooks, who re- 
ports '' occasional tubercle bacilli and small number of strep- 
tococci and staphylococci." 

March 27, 1905. Examined by the Committee. ** Right 
apex posteriorly, supraspinous region, broncho- vesicular breath- 
ing, fine and coarse moist rales." 

April 5, 1905. Examination of sputum by Professor H. T. 
Brooks, who reports "* microscopic examination of the sputum 
of Adrien B — ^a failed to show atiy tubercle bacilli." 

May 1, 1905 (by the Committee). ** Chest free of all signs 
of disease. ' ' Time under treatment about two months. Weight 
on admission, 1254 pounds. Weight April 30, 1905, 138i 
pounds. Total gain 13 pounds. - 

This patient was admitted to the Annex of the Post-Graduate 
Hospital Dispensary March 19, weighing 125^ pounds. He 
was discharged from the Annex ApriLSO, 1905, weighing 1381 
pounds. Diet since March 19 has been free from eggs and 
animal flesh. 
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CASE No. XLVII. 

The following cuts show location and extent of lesion 
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Case XLVIII. — Leopold B — e, age 21 years; single; native of 
U. S. : optical glass grinder; wages 13 dollars a week. Began 
treatment Jime 7, 1904. 

Family consists of four members, three of whom are wage 
earners. Total income of family 26 dollars a week. Work 
hours S A.M. to 6 p.m. 

Family History. — Father died of pulmonary tuberculosis, 
aged 35 years. Mother 51 years of age, two brothers 35 and 23 
years, and one sister 28 years of age^ hving in good health. 
One sister died of pulmonary and laryngeal tuberculosis at the 
age of 35. 

Persanal History.— No other severe illnesses. Present illness 
began in September, 1903, with what appeared to be indigestion 
which lasted without relief until the following January, During 
January f 1904, his cough grew worse and he noticed he had lost 
flesh. One of the numerous physicians whom he consulted 
advised the removal of adenoids, which was done. From Janu- 
ary until the present his cough became worse; he had pains in 
his chest and loss of weight continued. Expectoration not 
profuse, Never spat blood. Night sweats, though not severe- 
Loss of weight about seven pounds. But little loss of strength. 
Constipation. Weight 125 pounds. 

Examination of sputum by Professor H. T. Brooks, who re- 
ports " occasional tubercle bacilli and numerous streptococci 
and staphylococci." 

June 23, 1904. Examined by the Committee. " Right 
apex anteriorly to third rib. Diminished breathing and voice, 
a few fiine rales. Right apex posteriurly, beneath spine of 
scapula at its vertebral border, amphoric breathing and voice, 
whispering pectoriloquy, fine rales. Right axillar\^ region, pleu- 
ritic rales." 

March 22, 1905. Examination of sputum by Professor H. T. 
Brooks, who reports " microscopic examination of a number of 
preparations from sputum of Leopold B^ — e failed to show any 
tubercle bacilli." 

March 27, 1905 (by the Committee). " Chest free of all 
signs of disease." Time under treatment about nine months. 
Weight on admission, 125 pounds. Weight March 26, 1905, 
136i pounds. Total gain 11^ pounds. 

Diet included eggs and animal flesh. Has lost no time from 
work during treatment because of illness. 
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Case XLIX, — ^Michael G — n, age 20 years; single; native of 
U. S, ; mechanic; wages eight dollars a week. Began treatment 
November 9, 1904. 

Family consists of four individuals of whom two are wage 
earners. Total income of family 17 dollars a week. Work 
hoTirs 8 A.M. tr 6 p,m. 

Family History. — Father, aged 50^ mother, aged 48, and one 
sister, 24 yeara of age, living and in good health. Two infant 
brothers and one infant sister deadj cause unknown, 

Personal History. — Typhoid fever five years ago. Inter- 
mittent fever at intervals during past five years. Patient 
states: " About the latter part of September, 1904, from the 
sudden change of the weather, I contracted a heavy cold. I 
used cod liver oil and several cough medicines for three weeks, 
and finding that they did me no good I went to see a doctor. 
He examined me and commenced to treat me for a cold. He 
afterwards said that he knew that I had tuberculosis but that 
he did not want to tell me. I seemed to grow worse, I had 
night sweats regularly and always felt drowsy and tired, I was 
losing my appetite and had no desire for anything but rest 
and that I could not get on account of a hacking cough which 
seemed to bother me more at night than at any other time. 
Tliis cough very frequently brought on vomiting. T visited the 
doctor occasionally for about one month. I worked in the lamp 
room of an electric company." Expectoration smaU in amount 
and occasionally streaked with blood. Severe night sweats. 
No pain in chest. Small loss of weight. Appetite and diges- 
tion good. Some loss of strength. Not constipated, Weight 
116 poxmds. 

Examination of sputum by Professor H. T. Brooks, who re- 
ports *' occasional tubercle bacilli and numerous streptococci 
and staphylococci." 

December 2, 1904. Examined by the Committee. " Left 
apex anteriorly to third rib, dulness, broncho-vesicular breath- 
ing, fine and coarse moist rales." 

May 9, 1905. Examination of sputum by Professor H. T, 
Brooks, who reports " examination of sputum of Michael G-^n 
failed to show any tubercle baciUi," 

May 10, 1905 (by the Committee). " Chest free of all signs 
of disease." Time under treatment six months. Weight on 
admission, 116 pounds. Weight May 7, 1905, 154^ pounds. 
Total gain 38i pounds. 

This patient was admitted to the Annex of the Post-Graduate 
Hospital Dispensary November 30, 1904, weighing 1141 pounds. 
He was discharged from the Annex February 12, 1905, weighing 
148 pounds. Diet since November 30, 1904, has been free from 
eggs and animal flesh. 
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CASE No. XLIX. 
The following cuts show location and extent of lesion: 
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Case L.— Annie L— g, age 32 years; married; native of Ger- 
many; housekeeper. Began treatment January 16, 1905. 

Family consists of patient, her husband and four children. 
Husband's wages IS dollars a week. 

Family History. — Father living at the age of 65. Mother died 
of pulmonary tuberculosis 37 years of age. Two brothers, 25 
and 21 years of age, and two sisters, 30 and 27 years of age, 
Uving and in good health. One sister died when 12 years of 
age of pulmonary tuberculosis. 

Personal History.— Patient has given birth to five children 
one of whom died when eight months old, of pneumonia. Has 
had no serious illnesses. Cough began in June, 1904, patient 
states, though it seems most improbable that it began so re- 
cently. Expectoration profuse. Several attacks of blood spit- 
ting during July and August of last year; again three weeks 
ago. Severe night sweats and much loss of strength. No pain. 
Considerable loss of weight though it is not known how much 
Constipation. Weight llOJ pounds. 

Examination of sputum by Professor H. T. Brooks, who re- 
ports '* numerous tubercle bacilli and streptococci and staphy- 
lococci," 

February 27, 1905. Examined by the Committee, "Whole 
right lung anteriorly, whole scapular region posteriorly and left 
lung posteriorly from angle of scapula to base, dulness, bronchial 
and broncho-vesicular breathing in difierent situations, fine and 
coarse moist rales and occasionally sibilant rales." 

May 15, 1905. Examination of sputum by Professor H. T. 
Brooks, who reports " microscopical examination of the sputum 
of Annie L^g failed to show any tubercle bacilli/' 

May 16, 1905 (by the Committee), " Chest free of all signs 
of disease." Time under treatment four months. Weight on 
admission, llOJ; pounds. Weight May 14, 1905, 137i pounds. 
Total gain 27J pounds. 

This patient was admitted to the Annex of the Post -Graduate 
Hospital Dispensary Febmarv^ 26, weighing 111 pounds. She 
was discharged from the Annex May 7, weighing 136 pounds. 
Diet since February 26, 1905, has been free from eggs and 
animal flesh. 
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Case LI. — Patrick Q — ^n, age 29 years; married; native of 
U. S.; clerk; wages 15 dollars a week. Began treatment Octo- 
ber 22, 1903. 

Family consists of patient and his wife. There are no chil- 
dren. Total income 15 dollars a week. Work hours 8 a.m. 

to 5 P.M. 

Family History. — Father died of kidney disease at the age 
of 43 years. Mother died when 45 years of age from an opera- 
tion. One brother, age 31, and one sister, age 24, living, and in 
good health. A brother died during infanc3^ cause unknown. 

Personal History. — No other severe illnesses. Cough began 
four years ago. Expectoration moderate in aniount. Haemop- 
tysis 6ne year ago. Night sweats from time to time; the last 
attack six months ago. No pain in chest. Loss of flesh, he 
thinks, about ten pounds. Appetite poor. Does not complain 
of loss of strength. Sleep not disturbed by cough. Consti- 
pation. Weight 118 pounds. 

Examination of sputtim by Professor H. T. Brooks, who re- 
ports " numerous tubercle bacilli." 

December 10, 1903. Examined by the Committee. " Left 
apex anteriorly, dulness, prolonged high pitched expiration, 
many subcrepitant rales. Left apex posteriorly, old pleuritic 
creaks, fine and coarse moist rales." 

May 16, 1905. Examination of sputum by Professor H. T. 
Brooks, who reports " the sputum of Patrick Q — n failed to 
show any tubercle bacilli." 

May 17, 1905 (by the Committee). " Chest free of all signs 
of disease." Time xmder treatment, 19 months. Weight on 
admission, 118 pounds. Weight May 21, 1905, 147J pounds. 
Total gain 29 J pounds. 

Diet included eggs and animal flesh. 

Has lost no time from work during treatment because of 
sickness. 
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CASE No. LI. 
The following cuts show location and extent of lesion 
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Case LII. — Clara D — n, age 30 years; married; native of 
Roiimania; housewife. Began treatment April 20, 1904. 

Family consists of patient and her husband. There are no 
children. Husband's wages 18 dollars a week. 

Family History. — Father and mother living, the former 58. 
the latter 50 years of age. One brother died of pulmonary 
tuberculosis, 19 years of age. One sister, aged 30, died during 
childbirth. Three brothers living, 26, 20 and 13 years, and 
two sisters 23 and 8 years, living and in good health. 

Personal History. — Patient has had no other serious illnesses. 
Cough began about four months ago just before the birth of her 
child and has increased in severity to the present time. Ex- 
pectoration profuse. Blood-stained sputum about one week 
ago which lasted three days. Night sweats. No pain in chest. 
Small loss of weight. Marked loss of strength. Not constipated. 
Weight 97 pounds. 

Examination of sputum by Professor H. T. Brooks, who re- 
ports " numerous tubercle bacilli and streptococci and staphy- 
lococci." 

April 28, 1904. Examined by the Committee. "Left apex 
anteriorly to second rib, left apex posteriorly to mid-scapular 
region, right apex posteriorly, supraspinous region, dulncss, 
bronchial breathing, fine and coarse moist rales." 

May 31, 1905. Examination of sputum by Professor H. T. 
Brooks, who reports " microscopic examination of the sputum 
of Clara D — ^n failed to show any tubercle bacilli." 

Jtme 9, 1905 (by the Committee). " Chest free of all signs 
of disease." Time under treatment nearly 14 months. Weight 
on admission, 97 pounds. Weight June 10, 1905, 135 pounds. 
Total gain 38 pounds. 

Diet included eggs and animal flesh. 
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Case LIIl. — Adolph G — r, age 33 years; married; native of 
Htingary; truss-maker; wages 15 dollars a week. Began treat- 
ment March 24, 1905. 

Family consists of patient, wife and one child. Work hours 

9 A.M. to 6 P.M. 

Family History. — Father died of pulmonary tuberculosis at 
the age of 55 years. One sister died of typhoid fever aged 20. 
Mother 75, three brothers ranging in age from 55 to 40, and 
three sisters from 57 to 36 years, living and in good health. 

Personal History. — When 18 years of age had several hemorr- 
hages and was supposed to have consumption. This illness 
lasted six months. With this exception has had no other 
serious illnesses. Cough began during October, 1904. Ex- 
pectoration scanty. Slight hemorrhage one week ago. No 
night sweats. Pain in right axillary region. Loss of flesh, 10 
or 15 potmds. Indigestion. No marked loss of strength. Con- 
stipation. Weight 112 pounds. 

Examination of sputtun by Professor H. T. Brooks, who re- 
ports " occasional tubercle bacilli and streptococci and staphy- 
lococci.* 

April 12, 1905. Examined by the Committee. " Right 
apex anteriorly, supra and infra clavicular regions, right apex 
posteriorly, supra spinous region, dulness, bronchial breathing, 
fine moist rales." 

June 20, 1905. Examination of sputum by Professor H. T. 
Brooks, who reports " the sputtun of Adolph G — r contains no 
tubercle bacilli and no streptococci and staphylococci." 

June 29, 1905 (by the Committee). " Chest free of all signs 
of disease." Time under treatment three months. Weight oh 
admission, 112 pounds. Weight Jime 26, 1905, 122} pounds. 
Total gain lOf pounds. 

Diet included eggs and animal flesh. 

Has lost no time from work during treatment because of 
illness. 
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CASE No. LIII 

Tlie following cuts show location and extent of lesion; 
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Case LIV. — William H. W^y, age 28 years; single; native 
q{ U. S.; real estate broker; wages irregular and uncertain. 
Began treatment Jill y 17, 1905. 

Patient is unmarried with no one dependent upon him for 
support. 

Family History. — ^Father died at the age of 42 of pneumonia. 
Mother died in childbirth, aged 35 years. One brother 30 years 
of age living and in good health. 

Personal History. — Patient states: " Early in February, 1905. 
I suffered with a severe cold; paid little or no attention to it 
for at least three weeks. I began to lose weight, the coughing 
continued and at times I was quite weak. Consulted two* 
physicians of this city and was told I had no tubercular trouble, 
I was still losing weight and the cough grew worse. My phy- 
sician told me if I went South I would be benefitted. I imme- 
diately started for St, Augustine; remained there one week, 
then continued to Palm Beach; from there further south to 
Miami, Florida. I was gone about five weeks; returned to New 
York little or no better; went to the Adirondacks for four weeks; 
gained seven pounds and felt somewhat better. Upon my re- 
turn to New York lost the seven pounds and more; had a bad 
coughing spell one morning with a slight hemorrhage. Another 
examination was made of my lungs and was told again I had 
nothing but a bad cold, which would pass away, I sent my 
sputum to the Board of Health the first week in July. The 
report was returned * Numerous tubercle bacilH.' " No other 
severe illnesses except an attack of inflammatoty rheumatism 
eight months ago which lasted eight weeks. Expectoration 
moderate in amount. Haemoptysis in May, 1905. No night 
sweats or pain in chest. Loss of flesh about nine pounds. Con- 
stipation. Weight 127 pounds. 

Examination of sputum by Professor H. T. Brooks, who re- 
ports " numerous tubercle bacilli and streptococci and staphy- 
lococci." 

July 25, 1905. Examined by the Committee. " Right 
apex anteriorly to third rib and supraspinous scapular region 
posteriorly; breathing emphysematous in character, fine and 
coarse moist rales." 

October 17, 1905. Examination of sputum by Professor H. T. 
Brooks, who reports '' microscopic examination of the sputum 
of William H. W — ^y shows no tubercle bacilli." 

October 20, 1905 (by the Committee). " Chest free of all 
signs of the disease." Time under treatment about three 
months. Weight on admission, 127 pounds. Weight October 
15. 1905. im^ pounds. Total gain 9i pounds. 

Diet included eggs and animal flesh. 
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Has lost no time from work during treatment because of 
sickness. 

Case LV. — ^Annie D — e, age 45 years; widow; native of Ire- 
land; housekeeper. Began treatment September 13, 1905. 

Family consists of patient and seven children three of whom 
are wage-earners. Total income of family, 25 dollars a week. 

Family History.— Fu-th^T died at the age of 70, mother at the 
age of 80; cause of death is unknown in each instance. Three 
brothers, ranging in age from 50 to 32 years, living and in good 
health. One brother died, result of an accident, at the age of 
IS years. One sister living, 38 years of age. One sister died in 
childbirth, 26 years of age. One sister died from pulmonary 
tuberculosis 53 years of age. 

Personal Hisioty. — ^Pneumonia ten years ago since when has 
suffered from frequent " colds." Cough began one year ago 
with slight hemorrhage. Expectoration scanty. No night 
sweats or pain in chest. Loss of flesh she thinks aboiit 15 
pounds. Sleep disturbed by cough. Marked loss of strength. 
Constipation. Weight 106 pounds. 

Examination of sputum by Professor H. T. Brooks^ who re* 
ports " occasional small groups of tubercle bacilli and strep- 
tococci." 

October 5, 1904. Examined by the Committee. " Left 
apex anteriorly to fourth rib, and left supra and infra spinous 
scapular region, broncho -vesicular breathing, fine and coarse 
moist rales." 

June 19, 1905. Examination of sputum by Professor H. T. 
Brooks, who reports ** the sputum of Annie D^-e contains no 
tubercle bacilli and no streptococci." 

June 25, 1905. Patient examined by the Committee, who 
finally decided she must continue treatment. 

October 23, 1905. Sputum again examined by Professor 
H, T. Brooks, who reports " microscopic examination of the 
sputum of Annie D--e shows no tubercle bacilli and no strep- 
tococci." 

October 26, 1905 (by the Committee). " Chest free of all 
signs of disease," Time under treatment a little more than 
one year. Weight on admission, 106 pounds. Weight October 
22, i905, 124i pounds. Total gain 18 J pounds. 

Diet included eggs and animal flesh to August 13, 1905, No 
eggs nor animal flesh since. 

Has lost no time from work during treatment because of 
sickness. 
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CASE No. LV. 

The following cuts show location and extent of lesion 
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